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HE present method of elassification of the toxemias of pregnancy 

is admittedly inadequate, and it occurred to us that by correlating 
the findings in a large series of patients it might be possible to gain 
information which would throw light on the problem. It will be ap- 
parent even to the casual observer that studies upon repeated preg- 
nancies occurring in the same individual should be of especial value 
in an endeavor to find a basis for such classification. With this in 
mind we studied the histories of the patients with toxemia of preg- 
naney who were admitted to the clinic during the past five years, and 
we have paid particular attention to those with more than one admis- 
sion. Viewing the data obtained in a perspective manner, rather than 
by studying an isolated case, has led us to somewhat surprising con- 
clusions. 

In the tables we have given only such information as was consid- 
ered to bear upon the question under discussion. Age, parity and the 
duration of pregnaney are undoubtedly essential. The common com- 
plaint of headache, swelling of the feet, ankles, and other parts of 
the body, and disturbances of vision, as well as the objective findings 
upon ophthalmologie examination, have been recorded. The systolic 
and diastolic blood pressure and the laboratory findings on the urine 
and blood furnish perhaps the most important information. In addi- 
tion, we have given the number of convulsions, if any, the weight, 
the fluid intake and output, the results of the phenolsulphonephthalein 
kidney test, the treatment in brief outline, together with some re- 
marks regarding the patient’s dispensary history, and the type of 
delivery, with especial reference to the outcome both to the patient 
and to her child. 


NoTE: The Editor accepts no responsibility for the views and statements of 
authors as published in their ‘‘Original Communications. ’’ 
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The laboratory findings constitute two groups: those on the urine and those on 
the blood. In the first group we have given the albumin, as determined by the 
Esbach method, in grams per liter of urine. Both the urea and the ammonia nitro- 
gen are expressed as percentages of the total nitrogen in the urine, and are shown 
in the columns labelled (‘Urea-N% of T. N.’’ and ‘*NH,-N% of T. N.,’? respec. 
tively. In the microscopic examination we have recorded only the presence or ab- 
sence of casts and their types. The blood analyses consist of the determination of 
the nonprotein nitrogen (N. P. N.), the urie acid, the urea nitrogen expressed as a 
percentage of the nonprotein nitrogen (Urea-N% of N. P. N.), as well as that of 
the sugar, the carbon dioxide combining power, and the chlorides. All of these, with 
the exception of the urea nitrogen and CO,, are expressed in milligrams per 100 e.c. 


of blood. The CO, is written in volumes per cent. The methods employed in these 
analyses are those referred to in previous publications from this department. 

In the column designated ‘‘Diagnosis’’ we have given the diagnosis made at the 
time of discharge, while in another column, appearing on the extreme right side in 
some of the tables, we have added a ‘‘Correeted Diagnosis,’’ containing our own 
opinion with reasons. 


By a study and evaluation of all the findings under the different 
headings, we have been able to arrange the toxemias into different 
groups. We shall first discuss the more definite types and then give 
our views concerning a new group. 


GROUP I. ECLAMPSIA 


Table I gives the findings for all the cases of typical eclampsia, for 
the period Jan. 1, 1923, to Feb. 1, 1926. There were 41 admissions, 
and two of them concern the same patient. There were actually more 


eases of eclampsia during this period, as will be shown in the discus- 
sion under Group II. 
The predominating features of the eclamptie group are as follows: 
1. Usually a very high blood pressure, a large amount of albumin in the urine 


and a definite increase in the urie acid in the blood during the time of the convul- 
sions. 


2. A complete disappearance of these abnormal findings within two to three weeks 
following the attack of eclampsia. 

3. In certain eases an exceedingly low carbon dioxide combining power and an 
as has already been outlined by one of us. Such patients 
usually have a high ammonia coefficient. 


elevated blood sugar, 


4. In over 60 per cent of the cases eclampsia appears in the primiparous woman. 
5. Nearly all the patients in this group present marked edema. 


6. A fatal outcome for the mother is not always associated with a large number 
of convulsions, although this is usually the case. 


The eclamptie group constitutes a definite entity and thus further 
discussion here hardly seems warranted. 


GROUP II. PRE-ECLAMPSIA 


There are a few patients who do not fall into the eeclamptie class, 
although they present a picture almost identical with it, except that 
there are no convulsions or coma. It is this type of toxemia which we 
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believe may be called ‘‘pre-eclampsia.”’ The last two patients in 
Table II are the only ones among all of our toxemia studies whom we 
believe can be designated as ‘‘pre-eclamptic.’’ These show a great 
amount of albumin in the urine and a high blood pressure level prior 
to delivery. After birth of the child, there is a prompt return to a 
normal blood pressure level and an albumin-free urine. We have 
grouped these two patients with four eclamptic women on whom we 
have made repeated studies, and we shall discuss their subsequent 
pregnancies after the other groups have been considered. 

From the figures in Table I] it appears that ‘‘pre-eclampsia’’ is the 
stage just preceding the outbreak of convulsions, or what we desig- 
nate as typical eclampsia. It is indeed quite probable that pre- 
eclampsia is a manifestation of the same disease entity as eclampsia 
and differs from it only in so far as coma and convulsions do not 
occur. For this reason the pre-eclamptie patient should be consid- 
ered as a potential eclamptic, and as soon as the existence of the 
condition is recognized it should be regarded as an urgent indication 
for termination of the pregnancy in order to prevent the outbreak of 
actual eclampsia. 

It is interesting to note how small a proportion of the total number 
of our toxemie patients fall into this group; so that if our views are 
accepted they will effect a marked diminution in the number of eases 
designated as pre-eclamptie toxemia. 


GROUP III. CHRONIC NEPHRITIS COMPLICATING PREGNANCY 


A study of the cases in Table III will show that they all reveal signs 
of permanent kidney damage. The outstanding characteristics of this 
class are as follows: 


1. The last pregnancy shows more renal involyement than the one preceding it. 
Usually this is shown by the fact that a rising blood pressure and the presence of 
albumin in the urine are noted far earlier in pregnancy than was the case in the 
previous pregnancy. This is true for all of our patients except one, and even in that 
case there was a higher blood pressure and more albumin in the urine at the end of 
the puerperium following the second pregnancy than after the first pregnancy. 

2. The nitrogen partition in the urine is often disturbed, the ammonia nitrogen 
increasing and the urea nitrogen being relatively less in amount. 

3. In some eases nitrogenous retention in the blood becomes quite appreciable, as 
is shown by a rise in the nonprotein nitrogen, as well as in the urea nitrogen. 

4. Edema is quite marked in a large percentage of cases and sometimes persists 
throughout the puerperium. 

5. At the end of the puerperium following the last pregnancy the blood pressure, 
especially the diastolic, has not returned to the normal level; and there is usually 
some albumin in the urine. 


The cases in this class ean probably be divided into two subgroups, 
namely, those who had developed a chronic nephritis prior to their 
first pregnancy, or between pregnancies, from such causes as scarlet 
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fever, tonsillitis, infectious diseases, myocarditis, or any of the con- 
ditions which may lead to chronic nephritis; and those in whom re- 
peated pregnancies might have played a réle in the development of 
the nephritis. The past history of the patient will prove of value in 
determining such relations. 

It is highly important that the obstetrician determine whether or 
not the toxemia falls into this group, for his advice to the patient and 
the treatment of the pregnancy will be governed accordingly. When 
there are definite signs of chronic nephritis it is unwise to allow the 
occurrence of further pregnancies, for each subsequent pregnancy 
leads to an earlier ‘‘break’’ in the kidneys and to more permanent 
damage to the renal tissue. In exceptional instances the mother is 
overanxious to have a living child and is willing to make any sacrifice 
for that purpose, but such are very rare. 


GROUP IV. ECLAMPSIA SOPERIMPOSED UPON NEPHRITIS 


In Table 1V appear the data afforded by a number of patients who 
were discharged with the diagnosis of ‘‘nephritic toxemia with con- 
vulsions.’’ In this table, as well as in Table I, we have given only the 
findings for the day before delivery, or during the convulsion period, 
and for the day of discharge. 

Of the five patients in this table, three undoubtedly have a definite 
chronic nephritis, while the other two present signs of a mild nephri- 
tis; at the same time, it seems quite doubtful to us that the convul- 
sions in these five patients were due to a uremia rather than to true 
eclampsia. Out of a total of 50 patients in our series with convulsions 
(40 in Table I, 4 in Table II, 5 in Table IV, and 1 in Table IIT), we 
feel that we can classify 45 as typical eclampsia, i.e., 90 per cent, and 
we are of the opinion that the remaining 10 per cent are probably 
also of the same nature; if this is the case we have to deal with an 
eclampsia superimposed upon a chronic nephritis. This belief seems 
justified when one studies carefully the doubtful cases in Table IV, 
and when one bears in mind that in all the toxemia patients without 
convulsions, studied during the period under consideration, there are 
distinetly more than 10 per cent with permanently damaged kidneys. 
Moreover, while there may be signs of a moderate retention of nitrog- 
enous material in the blood, the figures never approach the height of 
those observed in actual uremia. 

It is not the purpose of this paper to attempt to discuss the cause 
of eclampsia, but it seems pertinent to know how far the kidneys may 
be involved in this disease. The large amount of albumin in the urine 
appearing rather suddenly may be due to the action of a toxin on the 
glomerular capillary wall, or to any factor that may change the eapil- 
lary permeability, or possibly to an arterial spastic contraction, as is 
assumed by some authors. The high filtration pressure, as evidenced 
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by the greatly elevated blood pressure, seems to be definitely associ- 
ated with this passage of protein through the capillary wall of the 
glomerulus. On the other hand, the sudden return to an albumin-free 
urine must mean that the causative factor had funetioned only tem- 
porarily, and that no permanent damage had been done to the eapil- 
lary wall. This is highly suggestive of a temporary change in eap- 
illary permeability. Furthermore, the postmortem histologic findings 
in the eclamptie kidney suggest that there is usually no damage to 
the eapillary walls or to the glomerulus itself. The most frequent 
changes are seen in the tubules and these are most probably the 
result and not the cause of the clinical picture. We are, therefore, led 
to the conclusion that eclampsia does not usually damage the kidney, 
but that in a small percentage of cases the eclampsia has been super- 
imposed on a chronic nephritis. 


GROUP V. LOW RESERVE KIDNEY 


Table V includes a series of cases which present what we eall, for 
lack of a better name, ‘‘low reserve kidney.’’ From a study of these 
patients one is immediately struck by the following features: 


1. An elevated blood pressure which at the end of the puerperium has dropped to 
a normal level. In most instances this elevation is not very marked, being approxi- 
mately 150 systolic and 90 diastolic. 

2. The amount of albumin in the urine is never very great, varying before delivery 
between a fraction of a gram and two grams per liter, although the lower figures 
are most usually observed. The albumin disappears during the puerperium, and the 
patient leaves the service either with no albumin at all, or with at the most 0.1 
gram per liter. 


3. The outstanding characteristic is the fact that jn subsequent pregnancies, the 
patient ’s condition does not become aggravated, and she is as well as, or better than, 
in the preceding pregnancy. Each of our fourteen cases clearly demonstrates this 
point. 


4. The blood chemistry, as well as the urine chemistry, reveals nothing abnormal. 


That the number of pregnancies through which the individual may 
go plays any role in the development of this entity is very doubtful, 
for the reason that we observe it in primipara as well as in all degrees 
of multiparity. Moreover, this type of kidney does not seem to be 
permanently injured by pregnancy. As the woman approaches term 
a certain amount of albumin may pass through the glomerular mem- 
brane, the blood pressure become elevated, and some edema exist. 
With regard to the latter point it is interesting to note that in subse- 
quent pregnancies there is either no edema or at the most a slighter 
degree than before. 


It is well known that in a healthy person, under normal conditions, 
all of the glomeruli are not functioning at capacity at any one time, 
and it has been estimated that there is usually a margin of safety 
which approaches 50 per cent. In other words, there is a decided 
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kidney reserve which may be called into play. It seems reasonable to 
suppose that in certain individuals this kidney reserve may be greatly 
decreased, due either to congenital causes or to such factors as may 
have lessened the number of functioning glomeruli without producing 
a chronic nephritis. As we have seen in another group of cases, the 
strain of pregnancy always aggravates a chronic nephritis, so that 
later the kidneys are less well prepared to stand the strain of subse- 
quent pregnancies. In the type of kidney under consideration this is 
not the ease. All we can say is that the kidney reserve seems to be 
too low to meet the extra demands of pregnancy, as is manifested by 
the passage of a certain amount of albumin through the glomerular 
epithelium and by a moderate elevation of blood pressure, and that 
these manifestations usually disappear completely within two weeks 
after delivery. Furthermore, the kidney substance does not seem to 
have been injured by the pregnaney and the kidney reserve is ecer- 
tainly not lower for subsequent pregnancies. Such kidneys appear to 
be quite capable of functioning adequately while the woman is not 
pregnant, as well as for her and her fetus up to about the eighth 
month of pregnancy, when manifestations of the low reserve kidney 
begin to make their appearance. 

In addition to the eight cases reported in Table V, we have been 
able to find six more patients who, during the period studied, had 
had a pregnancy with the typical signs and symptoms of a low re- 
serve kidney, which was subsequently followed by a normal preg- 
nancy. Such observations may be regarded as indisputable evidence 
that the occurrence of a mild toxemia in a given pregnaney is not 
necessarily followed by trouble in a subsequent one, and would ae- 
cordingly indicate that the kidneys had not been permanently damaged. 

Table Il, as stated above, represents the findings in patients who 
have had eclampsia or pre-eclampsia, and who have been observed in 
subsequent pregnancies in this hospital. An examination of the re- 
sults tabulated in this table will convince us that eclampsia or pre- 
eclampsia can be followed by eclampsia in a succeeding pregnancy, 
or by a low reserve kidney, as well as by definite nephritis. 

The hospital records show that for the period January 1, 1923, to 
February 1, 1926, there were 10 eclamptic patients who were sub- 
sequently admitted to our service and that these pregnancies follow- 
ing typical eclampsia ean be grouped as follows: (a) 4 normal preg- 
nancies; (b) 4 complicated by nephritis; (ce) 2 typical eclampsia, and 
(d) 1 with low reserve kidney. 

One of the patients is shown in both groups (b) and (ce). 

Table VI represents a study of averages, and still further accentu- 
ates the differences discussed above. The similarity between eclamp- 
sia and pre-eclampsia is outstanding, and it offers conclusive evidence 
as to how markedly these two types differ from chronic nephritis 
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and that associated with a low reserve kidney. Hardly less marked 
differences exist between chronic nephritis and the low reserve kidney. 
In this connection it may be stated that the phenolsulphonephthalein 
kidney test is not of very great value in a study of the toxemias of 
pregnancy, and it by no means constitutes a method of distinguishing 
between the several types. 


CLASSIFICATION 


From a study of the 120 admissions of patients presenting one or 
other type of the toxemias of pregnancy, we suggest the following 
classification for the late toxemias of pregnancy: (1) Eeclampsia, (2) 
Pre-eclampsia, (3) Chronie nephritis, complicating pregnancy, (4) 
Eclampsia superimposed upon nephritis, and (5) Low reserve kidney. 
It should be clearly understood that an intelligent differential diag- 
nosis can often not be made until the end of the third week of the 
puerperium. Consequently, we advise that in the borderline cases the 
final diagnosis be deferred until as late as possible. This is the mode 
of procedure in this clinic, and in the future in doubtful cases the 
final diagnosis will be deferred until six weeks after delivery, when 
the patient will be readmitted to the service and be subjected to search- 
ing clinical and chemical investigation. 


CONCLUSIONS 


1. Eclampsia.—This is a fairly definite entity. The convulsions and 
coma, the relatively sudden appearance of a greatly elevated blood 
pressure and a large amount of albumin in the urine occurring during 
the last third of pregnancy, but more frequently in the neighborhood 
of term, and the complete return to normal at the end of the puer- 
perium constitute the usual picture. Often one sees an increase in 
the amount of urie acid in the blood, an elevated blood sugar, and a 
low CO, combining power associated with a large amount of ammonia 
in the urine, all of which rapidly disappear during the puerperium. 
Ophthalmoscopie examination may show a detachment or edema of 
the retina, but never any sign of albuminuriec retinitis, or of the other 
changes which are so frequently associated with nephritis. 

The edema of the extremities, face, and other parts of the body, 
which is usually present, disappears completely during the puer- 
perium. Eclampsia is seen more frequently in the young primipara 
than in the multiparous woman. 

There is no evidence that eclampsia per se does any permanent 
damage to the kidneys and, for this reason, should not be considered 
a counter-indication for further conception. 

2. Pre-eclampsia.—This seems to be a definite entity and differs from 
eclampsia only in so far as the patient has no convulsions or coma, 
and that the attack may be of a milder character. Our studies seem 
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to indicate that this is probably the rarest variety of toxemia of 
pregnaney, and that its ineidence will not exceed 5 per cent of all 
toxemic patients. Pre-eclampsia is probably just what the term im. 
plies, a stage immediately preceding eclampsia. Should the condition 
grow slightly worse, the patient will develop convulsions, unless preg. 
naney is promptly terminated. 

Even casual reference to the literature makes it evident that the 
term ‘‘pre-eclamptie toxemia’’ has been very loosely used in the past. 
Some writers group under that designation all types of toxemias, and 
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for that reason we have preferred to limit the use of the term ‘‘pre- 
eclampsia’’ or pre-eclamptie toxemia to the cases falling: into the second 
group of our classification. Indeed, it might be well to discontinue al- 
together the use of the latter term, did it not imply too radieal a break 
from current obstetrie terminology. 

3. Chronic Nephritis Complicating Pregnancy.—In this group the 
process is progressive. Each subsequent pregnaney is associated with 
an increasing degree of renal impairment. The existence of chronie 
nephritis is evidenced by the fact that two or three weeks after de- 
livery the blood pressure still remains above the normal level. In 
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such cases the diastolie level is of especial value, and in the table of 
averages, it is noted that the patients with chronie nephritis are 
usually discharged with a diastolic pressure of well over 90, and 
addition with about half a gram of albumin in the urine. The nitro- 
ven partition in the urine may also be upset, together with an in- 
wens in the N.P.N. An examination of the eye-grounds may show 
an albuminuric retinitis and arteriosclerosis, or some other sign of in- 
volvement, such as edema or hemorrhage of the retina. 

A eareful study of all the data obtained during the patient’s stay 
in the hospital, as well as at the time of discharge, will reveal some 
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manifestation of chronic nephritis. It is of the utmost importance 
to remember in subsequent pregnancies these manifestations become 
more marked and usually appear earlier in the course of pregnancy 
There is also a greater incidence of abortions and miscarriages. 

In the woman with chronie nephritis, pregnancy is indeed a seri- 
ous matter, as the extra load of each succeeding pregnancy leads to 
progressive kidney damage. 

We believe that the patients who were formerly considered as suf- 
fering from ‘‘nephritic toxemia in convulsions’’ in reality had _ ee- 
lampsia superimposed upon a chronic nephritis, and that they rep- 
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resent only a very small proportion of all eclamptics. This statement 
should not be understood as implying that pregnant women may not 
succumb to an acute uremic attack, but no indubitable example of it 
has been observed in the present series. 

4. Low Reserve Kidney.—During the last few months of preg. 
naney, there may appear a moderate rise of blood pressure, usually 
about 150/90, and relatively small amount of albumin in the urine, 
‘anging from a fraction of a gram to a gram, to very slightly over 
one gram just before delivery. There may also be some edema and 
very rarely a complaint of headache. By the end of the puerperium 
the blood pressure has resumed its normal level, the urine contains 
no albumin, or only a faint trace, and any edema that may have been 
present, has disappeared. At no time are there any signs of a dis- 
turbed blood chemistry, and the nitrogen partition of the urine is 
normal. In subsequent pregnancies a similar picture may recur. In 
other cases it may be less severe, but is certainly not worse, while 
occasionally the patient is entirely normal. 

Pregnancy does not injure this type of kidney, and when we are 
sure that the toxemia is due to it, we need feel no alarm concerning 
the course of subsequent pregnancies. 

Eclampsia may be followed by a normal subsequent pregnancy, 
by a pregnancy complicated by a low kidney reserve, by a chronic 
nephritis, or rarely by a repeated attack of eclampsia. 

In conclusion, we would refer to the accompanying graphs (Figs. 1 
and 2) in which we have plotted the average systolic and diastolie blood 
pressures, as well as the albumin in the urine for the various groups. 
Two values for each variable are recorded, the first referring to the 
findings before delivery, and the second to those at discharge. We 
feel that this graphic demonstration illustrates the difference between 
the several toxemie types even better than our description or than 
the figures in the various tables. 


REPORT OF A CASE OF ACTINOMYCOSIS OF THE TUBES 
AND OVARIES* 


By JosepH W. Draper, M.D., anp W. E. Sruppirorp, Jr., M.D. 
New York, N. Y. 

(From the Department of Pathology, Columbia University, and the Sloane 
Hospital for Women) 


HE literature on actinomycosis of the female pelvie organs has 

been reviewed by several writers and all of them have come to the 
conclusion that the vast majority’ * of such cases are secondary to in- 
testinal infection, and that primary pelvic infections are extremely 
rare, some even questioning their existence.* The following is the 
report of a case which was at first thought to be primary in the pelvie 
organs. 


The patient, white, age thirty-six, gravida iii, entered Sloane Hospital on De- 
cember 12, 1923. Her complaint was ‘‘abdominal pain for three weeks’’ which 
had become more severe in the past eight hours. She stated that she had been 
awakened by intense pain in the region of the rectum and vagina on the morning 
of admission. She had been wearing a ‘‘womb protector’? of the wishbone type for 
the past three years, which had been inserted by a midwife and was removed 
every three months for cleansing. The patient stated that she had never been 
outside of New York City. Her last menstrual period was nine days before ad- 
mission and was normal. She had had three normal pregnancies, the last in 1919. 
The deliveries were uneventful. 

On admission her temperature was 103° F., pulse 130, respiration 26. The 
abdomen was slightly distended and tender in both’ lower quadrants. There was 
some rigidity in the region of the appendix. 

Vaginal examination showed an enlarged, tender, adherent, retroverted uterus. 
There was some induration and tenderness in both fornices. WBC 13,800; 83 per 
cent polymorphonuclear leucocytes. Wassermann reaction negative. Blood pressure 
was 110/60. Urine and blood cultures were sterile. Urine examination was nega- 
tive. The tentative diagnosis was bilateral parametritis and an adherent retro- 
version. 

For the next nine days the patient ran an irregular temperature up to 101° F. 
each day. The abdominal distention lessened and a definite mass, which was 
thought to be an abscess, appeared in the pelvis, extending halfway to the umbili- 
eus. Ten days after admission a posterior colpotomy was done and six ounces 
of yellow, foul smelling pus evacuated. Culture of the pus showed many gram- 
negative bacilli. 

The temperature gradually subsided, the abdominal signs disappeared and the 
patient was discharged the twenty-second day postoperative in good condition ex- 
cept for the adherent retroversion. 

She was readmitted on February 20, 1924, thirty-nine days later, complaining 
of vaginal discharge, weakness, and night ‘‘sweats’’ which began after a menstrual 
period eighteen days previously. She had vomited occasionally. On admission her 


*Read before the Section of Obstetrics and Gynecology, N. Y. Academy of 
Medicine, October 27, 1925. 
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temperature was 101.2°, pulse 120, respiration 26. There was a tender mass in 
the upper right quadrant in the region of the gall bladder; the spleen was slightly 
enlarged. The lungs showed a few fine rales localized at the right apex. 


Vaginal examination revealed an enlarged, retroverted, adherent 


uterus; the 
right tube and ovary were adherent high up in the pelvis. 


Adhesions were noted 
on the right side which were thought to be omental. 


WBC 12,000, polymorphonu- 
clear leucocytes 69 per cent. 


Urine and blood pressure were normal. 
X-ray and cystoscopic examinations of the kidneys were negative, likewise the 
gall bladder, after injection of tetrabromphthalein, and an x-ray of the lungs re- 
vealed nothing. 

She ran a septic temperature to a maximum of 103° PF. 


The mass and tender- 
ness in the right upper quadrant persisted. 


There was constant profuse sweating 
The white count inereased gradually, the red 
cell count and hemoglobin dropped. She was transfused with 500 e.c. 


and occasional attacks of vomiting. 


of citrated 
blood on two oceasions. 


Ny 


Fig. 1.—Section of left ovary. Fig. 2.—-Section of right tube. To 
Actinomycotic colony surrounded by left are remnants of tubal epithelium. 
leucocytes. Gram stain. Low power To 


right is an actinomycotic colony 
surrounded by leucocytes. 
lin and eosin. 
graph. 


photomicrograph. Hematoxy- 
Low power photomicro- 


On April 15, 1924, fifty-five days 


after the second admission, an exploratory 
laparotomy was performed. 


omental adhesions to the head of the cecum 


between the large and small bowel at the brim of the 
pelvis were present. A few 


Extensive 
and numerous adhesions 


adhesions were found between the liver and the gall 
bladder, 79 stones were palpated, and the gall bladder was emptied easily. The 
kidneys were normal. The head of the 


abscess cavity was opened 
adjacent to the head of the cecum, and a few drops of yellowish fluid eseaped. 
Culture of this fluid was sterile. 


adhesions between the omentum and the 


cecum were dissected free and, in doing so, a small 


The appendix was adherent at its tip to the brim of the pelvis. 
and ovary were the site of a tuboovarian abscess. 


The left tube 
The right tube and ovary were 
chronically inflamed and enlarged and showed extensive perisalpingitis and oophor 
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itis. The uterus was retroverted, small, firm and bound down by adhesions on 
every side. 

In the small bowel, 6 inches proximal to the ileoceeal valve, was a rounded, 
indurated area 3 centimeters in diameter. It constricted the lumen of the bowel 
in a small degree. In the parietal peritoneum, in the line of incision, was a small, 
indurated nodule about 3 centimeters in diameter, which was removed. Both of 
these areas were interpreted as chronic inflammatory tissue. A complete hyster- 
ectomy, bilateral salpingo-oophorectomy, and appendectomy were done in the usual 
manner. The patient left the table in fair condition. The postoperative diagnosis 
was tuberculous salpingitis. 

The fourth day postoperative the temperature rose to 108° F. There was a 
small infection at the lower end of the incision, a eulture of which showed many 
gram-negative bacilli, This was irrigated with weak iodine solution. The blood 


eount on the eleventh day postoperative showed 8,250,000 red cells; hemoglobin 


Fig. 3.—Section of omentum. Fig. 4.—Mass of mycelial filaments 
Small sinus containing actinomycotic found in smear taken antemortem 
colonies surrounded by leucocytes. from sinus in abdominal wall. Gram 
Hematoxylin and eosin. Low power stain. Oil immersion  photomicro- 
photomicrograph. graph. 


52 per cent; 25,500 white cells, and 85 per cent polymorphonuclear leucocytes. The 
patient was transfused with 500 ec. of whole blood. <A eystitis, which showed colon 
bacillus on culture, developed the second week postoperative. This was treated by 
daily boric acid irrigations. The septie temperature still continued with frequent 
chills and profuse diaphoresis. Repeated blood cultures were negative. 

After the report of actinomycosis by the pathologist, potassium iodide was ad- 
ministered by mouth until, on the fourteenth day postoperative, 300 gr. a day were 
given, the iodides were discontinued for two days each week, as a precautionary 
measure, although the patient never showed signs of iodism. On the twenty-fourth 
day postoperative a tender, fluctuating swelling 6 centimeters in diameter appeared 
in the right midscapular line at the costal margin. This was thought to be a peri- 
renal abscess. Two days later a rounded, tender, firm mass could be felt extending 
downward four fingers breadth below the right costal margin. 


| 


606 THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


On the thirty-sixth day following the complete hysterectomy, the perirenal abscess 
was incised and drained and a large amount of thick green pus with a colon odor 
was evacuated. Culture from this showed a large number of colon bacilli. Smear 
showed a few mycelial filaments. (Fig. 4.) Dleod count following this operation 
showed 2,660,000 red cells; 45 per cent hemoglobin; 22,600 leuco«ytes with 86 per 
cent polymorphonuclear leucocytes. A transfusion of 500 c.e. of whole blood was 
given at this time. The abscess cavity was irrigated daily with weak iodine solu- 
tion. The mass under the right costal margin began to extend downward and to 
the left. 

On the fifty-seventh day postoperative a pleuritie rub developed at the base of 
the right lung posteriorly. She soon afterward developed a swelling over the right 
upper incisor tooth which broke down and discharged a yellow pus. Smear of 


Fig. 5.—Section of liver. Ienor- Fig. 6.—Section of mesenteric 
mous actinomycotic colony surrounded lymph nodes. Several small actino- 
by _ leucocytes. Hematoxylin and mycotic colonies surrounded by leu- 
eosin. Low power photomicrograph. cocytes. Hematoxylin and_= eosin. 


Low power photomicrograph. 


this showed no actinomyves. The septie temperature continued throughout the 
course with a maximum rise to 104° F. The pulse varied between 120 and 150. 
Rales appeared at the bases of both lungs posteriorly. 

The seventy-eighth day postoperative the blood count showed 1,480,000 red cells 
and 24 per cent hemoglobin. She was transfused with 450 ¢.c. of citrated blood. 
Her abdomen became greatly distended, a persistent cough developed, the patient 
became weaker and died on the eightieth day postoperative. 

The specimen removed at the operation on April 15, 1924, consisted of the uterus, 
both tubes, both ovaries, a piece of omentum, a piece of parietal peritoneum and 
the appendix. The uterus was smaller than normal and nothing was noted except 
the adhesions on the posterior surface. Both tubes were enlarged, thickened, and 
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covered with adhesions, the left having been incised, revealing thick yellow pus. 
The left ovary was slightly enlarged and covered with adhesions. Sections showed 
a yellow softened area. The right ovary was covered with adhesions but appeared 
otherwise normal. The piece of omentum was firm and section showed the interior 
to be necrotic. The parietal peritoneum was thickened and showed adhesions and 
a small nodule. The appendix showed numerous adhesions on the external surface. 

Microscopic examination showed a practically normal uterus; chronie salpingitis 
of the left tube; actinomycosis of the left ovary (Fig. 1); actinomyeosis of the 
right tube (Fig. 2); actinomycosis of the omentum (Fig. 3); ehronie periap- 
pendicitis and obliteration of the appendix. 

In spite of the facts noted at operation, this condition was considered for some 
time as one primary in the pelvie organs. 

The patient died at 6:25 Pp. M. on July 4, 1924, and four hours later Dr. W. C. 
Johnson performed an autopsy which was limited to an abdominal incision. The 
following are the salient features of his report. 

There was a healed midline scar from the symphysis to the umbilicus and an 
unhealed wound beneath the posterior right costal margin at the bottom of which 
was found a deep sinus. Examination of the peritoneal cavity showed a quantity 
of almost clear fluid and a fresh serofibrinous peritonitis. The upper side of the 
abdomen showed many adhesions. The liver was tremendously enlarged and the 
right lobe was riddled with abscesses. The organ formed part of the wall of a 
right subdiaphragmatie abscess which in turn communicated with the wound beneath 
the right costal margin by means of the sinus. The stomach, small intestine, and 
colon appeared normal except for adhesions. The appendix was absent and its 
site well healed. There was a small abscess posterior to the rectum. The mucosa 
of the gastrointestinal tract was normal with the exception of a few reddened 
spots in the rectum. No ulcerations were seen. The uterus, ovaries, and tubes 
were missing, and the tissue at their site appeared well healed. Nothing of im- 
portance was found in the other viscera. 

Microscopie examination showed actinomycosis of the right lobe of the liver (Fig. 
5); right subdiaphragmatie abscess with actinomycosis ofthe abdominal wall and 
drainage wound; acute serofibrinous peritonitis; pelvic abscess and actinomycosis 
of the mesenteric lymph nodes (Fig. 6). 


It is impossible to prove the exact origin of the disease in this ease, 
but the facts noted at operation, i.e., the probable lesion of the small 
intestine and the proved lesion of the omentum, where it was adherent 
to the head of the cecum, would make it seem quite probable that the 
portal of entry was somewhere along the gastrointestinal tract, pos- 
sibly in the region of the cecum. Having gained the subperitoneal 
tissue, the organism, by its characteristic burrowing invasion, may then 
have passed downward to the pelvis, infecting the adnexa, and up- 
ward to the diaphragm giving rise to the right subdiaphragmatie ab- 
scess and the marked invasion of the right lobe of the liver. Opposed 
to this origin, the infection of the pelvic organs by means of the uterine 
pessary and the secondary involvement of the abdominal viscera, may 
be considered. However, this sequence does not seem as probable in 
view of the fact that the uterus appeared normal. 

In connection with the question of intestinal infection it is interest- 
ing to note that after careful search, both gross and microscopic, no 
lesion of the intestinal mucosa could be demonstrated. This has been 
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noted quite often in abdominal actinomycosis. Some writers explain 
it by stating that some small acute lesion, necessary for the passage 
of the organism through the mucosa, heals and leaves no trace; others 
state that the organism can pass the mucosa without a lesion. The 
actinomyees, once having gained the connective tissue planes, set up 
their characteristic process and spread by the direct invasion of eon- 
tiguous structures. 

The frequency with which abdominal actinomycosis is situated in 
the right iliac fossa is said to depend on a relation to the cecum and 
appendix. It is claimed that the latter organ occupies the same posi- 
tion in relation to abdominal actinomycosis as the carious tooth does 
to the cervicofacial type of the disease. It is frequently affected by 
trauma and inflammation, the consequent breaks in the mucous mem- 
brane allowing the actinomyces, if present, to pass to the subperitoneal 
tissues and set up a chronic abdominal actinomycosis.' The appendix 
in this case showed an obliterative process as definite evidence of pre- 
vious inflammation, although no history of appendicitis was obtained. 

In closing it is worth while calling attention to the mesenteric lymph 
nodes. Writers on this disease are practically unanimous in stating 
that spreading of the process takes place by direct extension and, oc- 
casionally in the late stages, by the blood stream. The statement 
occurs repeatedly that extension never takes place by lymphatics and 
that the lymph nodes are never involved.” This is often given as a 
differential point between this disease, malignaney, and tuberculosis. 
Only one case could be found in the recent literature in which definite 
lvmph node involvement was described.® It is, therefore, interesting 
to note that the mesenterie Iwinph nodes in this case showed definite 


actinomycotice abscesses. 
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850 PARK AVENUE. (For discussion sce page 701.) 


DIVERTICULITIS OF TILE COLON®* 


By Joun F. ErpMann, M.D... New City 


(From the Department of Surgery, New York Post-Graduate Medical School and 
Hospital ) 


EFT lower quadrant pain with nausea or vomiting in the male predi- 

cates diverticulitis of the sigmoid, while in the female, in whom 
this disease is of relative infrequeney compared to the male, the same 
situation of pain may mean any one of numerous diseases. 

In 1919 I presented a record of twenty-seven patients operated upon 
for acute diverticulitis, and today record twenty-five more, making 
fifty-two operated upon, of which forty-two were males and ten were 
females. Carnial stated that there are two or three males to every 
female case. Of my series, two had had multiple attacks. One had had 
two distinct perforations during a period of thirteen or more years, for 
each of which he was operated upon; the other had had two attacks, 
for which he had been operated upon, in a period of less than three 
years. The gangrenous perforations in each patient were in demon- 
strably different areas. 

Attention was called to the possibilities of repeated attacks in a paper 
read by me before the Buffalo Academy of Medicine, Surgical Section, 
on January 8, 1918, and published in the New York Medical Journal 
for June 7, 1919. My associate, Dr. Thomas Russell, also has found a 
second perforation in one of his patients, remote from the first attack. 

These sueceeding gangrenous attacks will of necessity call for a very 
guarded prognosis as to the future. Prompted by the number of pa- 
tients [| have seen and operated upon for the acute condition, I feel no 
need of apologizing for again reviewing the literature as to causation 
and expressing my individual views derived from clinical observations. 

Causalion:—Mueh has been said as to the origin or cause of these protru- 
sions. In searching for a reasonable eause for diverticulitis of the intestine, I 
am led to cite Edwin Beer’s excellent paper in the American Journal of the Med- 
ical Sciences, 1904, entitled **Some Pathologieal and Clinical Aspects of Aequired 
Diverticulitis of the Intestines.’’ This paper stands out as one of the best exposi- 
tions as to cause, ete., of this disease. It is furthermore remarkable with what 
foresight Beer at that time announced his hypotheses as to the terminations. Among 
the contributors to the pathology, causation, ete., may be cited Graeser, Sudsky, 
Klebs, Hartwell and Ceeil. 

Graeser assigns the cause of the formation of diverticula to hernial protrusions 
whizh follow the emerging veins and after taking a wandering course through the 
intestinal walls finally reach the serosa. These conelusions were based upon twenty- 
eight eases from which he made over one thousand sections. 

*Read at the Thirty-eighth Annual Meeting of the American Association of 
Obstetricians, Gynecologists and Abdominal Surgeons held at Hot Springs, Va., 
September 16, 17 and 18, 1925. 


ooo 


| 


610 THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


Sudsky made a series of observations, contending that those of Graeser were at 
fault, being chiefly accidental. 

Klebs noted that the protrusions occurred in close relation to points of exit 
and entry of the blood vessels in the intestine along the mesenteric attachment, 
and offered a series of arguments for these protrusions, chief among them being 
that the intestinal wall is weakest at the mesenterie attachment. 

I am satisfied that the argument of Klebs is fallacious for in my series of 
patients, both those operated upon and those in whom these protrusions are found, 
inactive, while operating for other causes, the most frequent site is that of the 
convex and lateral aspects of the colon, chiefly in the fat lobules or epiploons, and 
rarely found in the mesenterie folds. Further, Klebs’ view of mesenteric traction 
acting as a tendeney to weaken the wall, thereby being a productive factor, appears 
to me to bear little weight. Old age as a factor is disproved by Ashurst’s patient, 
a boy of seven, two patients of Hartwell and Cecil aged seven and ten years, one 
of my own, a boy under seven years and a number of the patients used as material 
for this article, under forty. Ransahoff, in Annals of Surgery (1913) reports the 
occurrence in two children, and called the condition perforating sigmoiditis and 
perisigmoiditis. 

Finally, Hartwell and Cecil in summing up the etiology of this disease, after 
considering the various theories and arguments, apparently were forced to make 
the following statement. ‘‘We therefore are driven to the conclusion that up to 
the present time no complete explanation of the primary cause of intestinal diver- 
ticula has been offered. The most that ean be said is that for some cause, a weak- 
ness exists in the intestinal coats, and that by reason of the weakness a pouching 
of the coats takes place when undue pressure arrives.’’ I am inclined from my 
clinical experience and from x-ray observation to the conclusion that they are of 
congenital origin. 


Reference to the literature and my own observation produce suffi- 
cient evidence of the fact that the entire alimentary tract from the 
esophagus to and through the rectum is liable to diverticula. During 
the past four years, I have operated upon several patients with diver- 
ticula; two duodenal, one gastric, two or three of the gall bladder, and 
several of the appendix; one of the appendiceal operations was on a 
child under seven years of age. Also several instances have been ob- 
served, during various abdominal operations, of diverticula seattered 
through the lesser intestine. 

In the patients with acute manifestations, some food or fecal content 
is often found in the pouch involved, leading one to believe that these 
foreign bodies act in the same productive manner as do the foreign 
bodies that are found in the appendix. 

Diverticulosis today is a well established disease, at least roentgen- 
ologically if not symptomatically or clinically, and requires but the 
onset of a pathologic process of one or more of the protrusions to be- 
come a definite clinical entity. 

Classification.—W hile various classifications as to false and true, ac- 
quired and congenital have been in vogue, that of true in whieh all 
coats of the intestines are present and the false when one and usually 
two coats are absent, are the most popular and desirable for a working 
basis. 
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Pathology—tThe pathologie conditions found may be the same varie- 
ties as we have types of appendicitis; from a simple ecatarrhal, better 
called acute, to the types of exudative and occlusive changes and of 
ulcerative to gangrenous and perforative evidence. These may or may 
not all be accompanied by or rather followed by exudative to true 
abscess formations and finally the acute processes may reeur or never 
resolve and a malignant change eventually may arise. These malig- 
nancies are reported frequently enough to give some weight to the 
possibility of an implantation of malignancy upon a former simple 
inflammatory growth. Nevertheless, even though in my series of pa- 
tients with this disease I have found malignaney in four or five, I can- 
not feel but that the malignancy is not a result of the disease but a 
coincident condition, reserving the thought that a malignant implanta- 
tion at the site of a prolonged irritation is always possible. 

In many of these patients we have a low grade of infection proceed- 
ing finally to a marked thickening and newgrowth that at first will 
resemble malignancy in its symptomatology as to partial or complete 
obstructions and by x-ray be so confusing at times so as to demand ex- 
ploration for a positive diagnosis by the microscope. One of the most 
frequent complications in the acute types is abscess formation with 
adhesions to a hollow viscus and perforation. This occurs most fre- 
quently in the bladder. I have seen this complication in five patients 
in my operative series, and in one patient not only was the bladder 
perforated, but a contact portion of the sigmoid was perforated and 
two perforations of the ileum also were present. 


Recently I saw a patient on the eleventh or twelfth day of his disease 
with a one-half inch perforation into the postérior wall of the bladder, 
passing a most foul fecal-mixed urine. On exposure by operation on 
the fourteenth day of his disease, two perforations in the sigmoid were 
in contact with the bladder perforation. 

On two occasions I have seen high perforations in the rectum which 
produced ischiorectal abscesses, the origin of which in each, I feel satis- 
fied, was from a gangrenous diverticulitis. Both patients had a history 
of sudden onset of pain with the subsequent formation of the abscess. 


That nonoperative recovery takes place at times in these patients 
cannot be disputed any more so than in patients with appendicitis 
definitely evidenced by symptoms, but who also make the positive non- 
operative recovery. During the past three weeks, I removed ten inches 
of the sigmoid in a male, fifty-four years of age, whom I saw three 
years before in an acute but subsiding attack and who has been seen at 
various times during these three years by his family physician for mild 
attacks. His fourth attack which required operation was followed by 
a large mass formation in the left lower quadrant, encroaching upon 
the hypogastric zone, and upon exposure not only was a marked amount 
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of thickening and obstruction evident, but three large pockets of foy] 
pus were evacuated. 


Symptomatology. 
appendicular attack 
appendix extending 


Formerly we were led to believe that we had an 
in the left side due to the terminal portion of the 
across the left, or that there was a transposition 
of the appendix with infection. While these cases—particularly of the 
former type—do occur, for years we have been able to definitely diag- 
nosticate in the greater number of instances these involvements as 
diverticula. 

The symptoms and signs are allied to the various types of appendi- 
citis, such as the fulminating, where pain in the left lower quadrant 
rapidly spreads over the abdomen, the pulse and temperature keeping 
pace with the invasion, abscess formation as in appendicular abseess, 
definite pain on pressure, and finally mass or tumor formation. 
Eventually, if not operated upon, the following terminations are in 
order: resolution (rare); perforation into a surrounding viseus (the 
bladder most frequently); ischiorectal abscess and, in the event of 
nonresolution or nonoperative interference, thickening of the gut 
wall and surrounding fat takes place so that obstruction of varying 
degrees results. 

In the fulminating type, it may be that one must hide himself in 
the diagnosis of ‘‘an acute abdomen’’ and explore. The diagnosis in 
women, as before stated, is difficult at times, owing to the presence of 
the tube and ovary and many diseases of these two structures which 
are very much allied in their symptomatology to acute diverticulitis. 

In the subacute variety, we often have a state of subsidence which 
enables the x-ray diagnostician to help us out. In the very low grade 
type with marked infiltration, the patient presents the oceasional 
evidence of obstruction in mild or incomplete form with no evidence 
of blood or mucus as in carcinoma. With proctoscope up to its length 
one can eliminate carcinoma at least in those patients in whom earei- 
noma starts in the mucosa, recognizing the fact that a very minimal 
number of cancers of the sigmoid or colon ever arise outside of the 
mucosa. Nevertheless, [ have no recollection of ever having seen the 
mucosa of the colon involved in a ease of diverticulitis. The oppo- 
site obtains in malignaney. I ean think of no more difficult bit of 
work than that of seeing through a proctoseope the openings of very 
many of these diverticula, yet can conceive of the accidental exposure 
of a relatively small opening or of the opening into a large diverticu- 
lum in which the mouth is also large. 

Diagnosis—In making a diagnosis of this condition, the general 
aspect, age, etce., of the patients are to be considered. We find the 
majority of these patients are short, stocky beings, well nourished 
and of the overweight make-up, usually in the fourth or fifth deeade, 
and giving a history of some dietary indiscretion as is also so often 
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noted in taking a careful history of appendicitis. The youngest of 
my patients was under seven years and the oldest eighty-one, both 
male, while the majority were forty to forty-eight vears of age. 

The onset symptoms are pain in the abdomen, which is more def- 
initely located, early, in the left lower quadrant than is the case in 
appendicitis. There is nausea or vomiting, temperature and pulse 
rapidly ascending in the seale with the concomitant tenderness on 
pressure in the left lower quadrant varying from the usual iliae fossa 
area to the midhypogastrie zone. The blood examination gives the 
typical picture of an acute infection. Rectal evidence will vary as to 
the site of the involvement. If the lesion is high up in the sigmoid, 
little or none is present, while if located in the lower segment of the 
colon, ample evidence can be detected, being chiefly pain the first few 
hours and then a palpable mass. Again if the area involved be in the 
midsigmoid area, sufficient mobility being present, one may get the 
evidence by combined rectal and suprapubic pressure, 

The greatest difficulty in making a positive diagnosis prevails in 
eases of perforated malignancies for in these patients, owing to the 
perforation, we have an absorption or infection temperature and a 
tumor or mass in both the malignancy and the infection case. A eare- 
fully taken history will often bring to light in the carcinoma patient, 
evidence of oceasional pain, colic, constipation, loss in weight, blood 
or mucus in stool, ete., and may show by blood examination a distinet 
secondary anemia. When possible to use without danger to the pa- 
tient, the x-ray will frequently be a great aid, bearing in mind the 
possibilities of both diseases being simultaneously present. 

Gross Pathology—Upon opening the abdomen, the picture of the 
intensity of the process varies; noninflamed diverticula are seen pro- 
trudmg from all or rather any surface of the gut. They are bleb-like, 
resistant to the sense of touch, and may or may not present evidence 
of foreign body content. 

The acutely inflamed variety varies from a markedly injeeted di- 
verticulum or epiploon to ene distinetly gangrenous. In the majority 
of patients operated upon by me, one or more of the epiploons were 
found involved. These tabs of fat, epiploon, were either extremely 
hard and intensely injeeted or in varying stages from hemorrhagic to 
gangrenous involvement. On section of the epiploon near its base or 
at the base, a diverticulum is usually found. These bodies or pouches 
are round or oval and range from the size of a small seed to that of 
an olive, usually about the size of a pea. 

The reseeted colon when opened, presents the appearance of a 
healthy mucous membrane thrown into folds and here and there a 
erypt or long opening into which probes of varying size may be intro- 
duced, some openings readily admitting a probe the size of a pea. In 
various ones of these pouches, round foreign bodies are present which 
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prove to be fecal concretions. The wall of the colon in chronic eases 
is thickened, the lumen is diminished, and the intestine quite fre. 
quently densely bound to adjacent structures. 

MeGrath has shown that the majority of the diverticula are of the 
false variety and that the mucosa is pushed through the muscularis in 
the region of the penetration of vessels. In sharp contrast to this pie- 
ture is that of the colon on section in eases of malignancy. The 
mucous membrane is destroyed. A deeply exeavated area in the in- 
testinal wall exists with hardening of the tissue about it, and the 
lumen is irregularly compressed by the growth if not completely 
annular ; if annular, the opening is diminished as the growth increases, 
very similarly to the closing of the diaphragm in a camera. The intes- 
tine contains a sloughing, foul smelling, bloody material. In the 
cases (diverticulitis) reported, two were of the cecum, one in the 
vicinity of the ileocecal valve, and one at the beginning of the ascend- 
ing colon. 

I will again call attention to the statement and fact that operation 
does not predicate a clean bill of health from the disease as in one 
instance over fifty diverticula were demonstrated by me in five inches 
of a section of sigmoid removed for cancer, while in all the other 
patients in whom eareful search was made numbers of diverticula 
were found not involved by inflammation. Two of my patients pre- 
viously recorded, having definite attacks and being operated upon 
the second time, are also nondeniable evidence of the possibilities of 
repeated attacks of this disease. A guarded prognosis as to recur- 
rence is naturally necessary. These two make a 4 per cent record of 
repeated invasions in my series. Some of the earlier reports of long 
eures of cancer by resection must be taken less seriously at the present 
time and considered as diverticulitis cases. I can plead guilty to 
reporting one such patient, a female operated upon by me sixteen 
years ago, 1909, for obstruction supposedly due to carcinoma. The 
entire pelvis was filled with a hard nodular mass, no temperature and 
a complete obstruction existed. A sigmoidostomy was done. In the 
course of two years all movements were by the rectum except slight 
leakage through the now contracted sigmoid anus. This patient is 
reported well and hearty as late as March, 1925. 

Prognosis.—In the acute cases with early operation the prognosis is 
good, while in the chronie with resection, it is equal to that of all 
ordinary large intestinal operations of approximately the same 
severity. 

Treatment.—The acute condition of the abdomen presents but one 
solution to me in all patients where no ecardiae or renal contraindica- 
tion exists, and that is early operation. One should no more wait for 
resolution in an abdomen in the acute type of this disease than in an 
allied condition due to appendicitis, pus tubes, ete. 
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The habit that some operators fall into of waiting and iceboxing 
their patients in the acute abdominal cases may bring about the 
oceasional good result, but most frequently the results show the evi- 
dence of pernicious or ignorant delay or evidences of poor observa- 
tion. Personally I have never seen the bad results reported in not 
delaying operation for the acute pus tube any more than I have for 
the acute appendix eases or in ruptured tubal pregnancies, ete., and 
heartily condemn delay and applaud early action of the surgical 
variety. Where one has the chronie type to contend with, no hurry 
is demanded as these cases rarely become positively obstructed but 
often become partially so. Here overactivity may be subjugated to 
treatment, dietetic, ete., and it has been shown that instead of a 
resection, at times an artificial anus proximal to the obstruction will 
work wonders in allowing absorption to take place in the thickened 
portion, so that eventually the channel has almost reached normaley, 
whereas in other instances, resection of a portion will be necessary. 
This is frequently best done and with the lowest mortality of all 
operations by the Mikuliez procedure. 

End to end suture has a greater life hazard than the former opera- 
tion, while the side to side anastomosis type of operation is practiced 
only in certain eases. 

To return to the acute cases, we have several types to consider in 
the early acute state. In those cases in which mass formation has not 
occurred, attempts at repair of the perforation are in order and meet 
with great success; in the acute cases, where abscess exists, liberal 
drainage and attempts at repair are indicated when feasible, other- 
wise liberal drainage only. 

A fair proportion of these two varieties of cases after operation 
may and will present a fistula for a few weeks or months. The fistula 
is invariably a small caliber one and is easily taken eare of and need 
cause no alarm, for healing is the rule. Several of my patients have 
gone about a few weeks—one for four years—and eventually all 
healed. During this time, i.e., between the establishment and eure of 
the fistula, only an oceasional visit to the surgeon, to attend to gran- 
ulations, is necessary. 

In the acute variety, which is situated between the plates of the 
peritoneum in the mesentery, it has been my custom for several years 
to split the peritoneum on both sides parallel to the vessels so that 
freer drainage will occur from the fat of the mesentery and that most 
vicious type of absorption, a retroperitoneal lymphatic, is diminished. 


SUMMARY 
Diverticulitis is a disease of the left lower quadrant usually, but 
may occur anywhere along the length of the colon. 
It oceurs chiefly in males between forty and fifty years of age, but 
attacks in children are reported also. 
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The patients are usually of the well-developed make-up, short, fat, 
and overweight. 

About one female to four or five males has this disease. 

All aeute cases should be operated upon, although it is known that 
subsidence and eure of attacks occasionally takes place as in other 
infective processes. 

All chronie cases may be observed until obstructive symptoms show. 

The presence of diverticula in the intestine merits no greater atten- 
tion than does the existence of the appendix or gall bladder, except 
that there may be many diverticula, but there is only one appendix 
and one gall bladder; therefore, ordinarily the chance of acute diver- 
ticulitis would be greater, but clinical evidence shows that diverticulitis 
is by far rarer than disease of gall bladder or appendix. 


S0 West Firry-Seconp Street. (For discussion sec page 682.) 


OVIDUCT INSUFFLATION, BASED ON A STUDY OF 400 CASES* 
By A. J. Roney, M.D., New Yor, N. Y. 


NSUFFLATION of the oviducts is now utilized as a routine meas- 

ure to establish definitely their patency. Rubin and those who 
followed him have developed the technic of this procedure so that 
now it can be carried out safely in any well organized gynecologic 
office. 

I have not undertaken this examination in my office; the patients 
were referred to the hospital, because I felt that in case they re- 
quired emergency treatment it could best be given in a hospital. In 
some patients, even when the quantity of carbon dioxide used is small, 
the pain in the shoulder and the cramps in the abdomen may become 
so severe that it may be necessary to put them to bed. 

I do not consider the examination comp!ete unless the patient is 
fluoroscoped, so that the gas ean be visualized in the abdominal cav- 
ity. The fluoroscopic examination not infrequently is the deciding 
factor. Occasionally the quantity of gas which escapes through the 
tubes is so small that it hardly produces any symptoms, but upon 
fluoroscopy gas is seen under the diaphragm. 

I usually make this examination about seven days after menstrua- 
tion, because at that time the genital tract is least congested and there 
is a greater chance for the gas to pass through without causing 
disturbance. 

Pain and tenderness in the pelvie region are distinet contraindica- 
tions for this examination. Most of the complications which take 


*Read at the Thirty-eighth Annual Meeting of the American Association of 
Obstetricians, Gynecologists, and Abdominal Surgeons held at Hot Springs, Va., 
September 16, 17 and 18, 1925. 
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place as a result of this procedure are in the main due to carelessness 
in the selection of cases. 

Patients who suffer from severe leucorrhea should be carefully 
cleansed, and if necessary the cervix should be aspirated before they 
are insufflated. 

Patients who suffer from extreme obesity and eardiae disease are 
not fit subjects for this examination, as they are likely to develop 
syneope, and their lives may be endangered. One of our patients de- 
veloped such severe syncope that we thought death was imminent. 

Extremely sensitive patients are best managed when given some 
sedative, preferably morphine, an hour or two before the examination. 

A negative result does not prove conclusively that the oviduets are 
closed. Some patients develop a spasmodie condition of the uterus 
and tubes, which prevents the gas from passing through. Increasing 
the pressure of the gas does not relieve the condition; on the contrary, 
it is likely to produce greater spasm. 

The examination is best done in the semireeumbent position, for 
this obviates an extreme change in the position of the patient and the 
pain in the shoulder is therefore less sudden. 

The position of the uterus should always be ascertained first, so 
that the cannula may be properly directed. Patients who suffer from 
extreme retroversion may require a greater amount of pressure to 
overcome the resistance caused by the anomalous position. 

An assistant should listen with a stethoscope over the lower part 
of the abdomen, to ascertain whether the gas is passing into the 
abdominal cavity, and also whether the gas is passing through one or 
both tubes. The passage of the gas through the tubes produces a 
characteristic sound, and one who is familiar with it seldom mistakes 
it. In patients with intramural fibroids, involving one of the fallopian 
tubes, which one of the tubes is obstructed can usually be elicited by 
localizing the sound produced by the escaping gas. 

Oviduct insufflation has helped to crystallize further our knowledge 
of sterility in women. We are now in a better position to discard the 
mechanical conception of sterility. The cutting operations on the 
cervix or the insertion of intracervical stem pessaries not only fail to 
cure sterility, but I am certain that they cause permanent sterility in 
a great number of patients. 

In this series, 182 women who suffered from primary sterility, had 
been subjected to some form of surgical operation, usually upon the 
cervix. Some had had plastic operation on the oviducts. I believe 
it cannot be emphasized too strongly that operation upon the cervical 
canal seldom cures sterility. It seems to me that the newer concep- 
tions of the etiology of primary sterility would help to eliminate many 
of the theories founded upon its mechanical origin. 

Formerly, when we were groping in the dark, there might have 
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been a justifiable reason in some cases to attempt to correct any ap- 
parent mechanical deformity of the cervix. Now that the pateney of 
the genital tract can be definitely established, there is surely no justi- 
fication for any operative procedure on the cervix in order to eure 
sterility. It seems paradoxical to aseribe the cause of sterility to 
mechanical obstruction of the uterine canal, when a No. 6 Holzman 
cannula can be introduced easily into the uterus. 

When the cervix is plugged by a profuse discharge, which may act 
as a barrier to the passage of spermatozoa, it cannot be cured by 
eutting and stitching of the cervix. Such a pathologie condition re- 
quires a different form of treatment. We have now at our command 
a method of treatment, which practically cures endocervical infee- 
tions, without actual surgical interference. 

Oviduet insufflation very often aids in a more complete diagnosis, 
especially in deciding upon the plan of treatment, which is to be ree- 
ommended in fibroid tumors of the uterus. If upon the examination of 
these patients the fallopian tubes are found patent, they should not 
be advised to have the tumors removed; perhaps they may become 
pregnant. Excepted, however, are those patients in whom one is 
certain that a myomectomy can be performed without disturbing the 
continuity of the genital tract. If the oviduets are found closed and 
the tumors produce symptoms, they ean safely be advised to have the 
growths removed, because the question of pregnaney can be entirely 
eliminated from consideration in such patients. 

Oviduct insufflation has helped to evaluate properly the plastic 
operations on the fallopian tubes for the cure of sterility. We have 
now the means of checking up the result of these operations. We can 
definitely ascertain whether the tubes remain patent subsequent to 
the operation. 

Plastie operations on the fallopian tubes for the cure of sterility 
have proved unsuccessful in the greater number of instances, al- 
though this may seem contrary to some of the more enthusiastic 
reports. We have followed our patients who had such operations, 
very closely, and with the exception of three they remained sterile 
and upon examination the tubes were found closed. We also had 
oceasion to examine a number of patients who had been operated 
upon by other gynecologists, and the results were found to be the 
same. 

Patients who for some reason have had a unilateral salpingectomy, 
especially those who have had one tube removed for extrauterine 
pregnancy, very often suffer from relative sterility. Formerly we 
could only surmise the reason for the sterility. Now we are able to 
establish definitely the cause of the sterility in some of those patients, 
for not infrequent!v the remaining tube is found closed. 

Insufflation of the fallopian tubes is not of great value where the 
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sterility is of constitutional origin. In nearly all of these cases the 
tubes are found patent; the gas passes through into the abdomen 
easily. It seems to me that, unless an old infection is suspected, it is 
hardly necessary to subject them to this examination. 

Patients who suffer from relative sterility should have the tubes 
tested for pateney, because they may have had an insidious infection 
as a result of, labor or miscarriage, which has caused the tubes to 
close, and it is well that this fact be definitely established. 

The usefulness of oviduct insufflation as a therapeutic measure, in 
either primary or relative sterility, is as yet conjectural. We had a 
number of patients who never menstruated after the examination, 
but we do not know whether these patients were pregnant at the time 
of the insufflation or where it was a mere coincidence that preg- 
naney ensued. It seems logical, however, to assume that kinking of 
the tubes may be corrected by the forcible passage of gas through 
them. Again it is not reasonable to suppose that kinking may be 
present in both tubes. 

Insufflation of the tubes oceasionally is of value during an opera- 
tion on the pelvie organs through the abdomen. At times it is diffi- 
eult to decide whether or not the tubes are patent. Under such eir- 
cumstances it is better to have the tubes insufflated than to try to 
establish patency by passing a fine probe through the fimbriated 
extremity. The introduction of any instrument, no matter how fine 
it may be, or even the passage of a silkworm gut thread through the 
tubal canal, is likely to traumatize some portion of the endothelial 
coat. The passing of gas is harmless and is readily seen by the 
naked eye. 

From December, 1920, to June, 1925, we did 400 oviduct insuffla- 
tions at the Lebanon Hospital under rigid aseptie precautions. I 
was assisted by my associates, either Dr. Rosenfeld or Dr. Goodfriend. 
Patients who suffered from cervical discharge were given preliminary 
treatment to diminish the leucorrhea. Seldom did we subject a pa- 
tient to this examination when a local infection was evident. 

The average age of the patients was 27.4 vears, the youngest being 
22, the oldest 41 years of age. The average time of marriage was 
6.45 years. The average time of marriage in 257 eases, who suffered 
from primary sterility, was 4.3 years. The tubes were found patent 
in 225 eases. Thirty-three patients were reexamined, and in all but 
two cases the tubes were found closed. One was a woman who was 
sterile for eight years, and on the first examination the tubes were 
found closed; she gave no evidence either clinically or by fluoroscope 
of the gas having entered the abdominal cavity. Three months later 
she was reexamined and the tubes were found patent. She subse- 
quently became pregnant and gave birth to two children during a 
period of thirty-one months. We have no explanation to offer for 
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the different findings in the two examinations. The pressure used iy 
both instances was about the same; in fact, it was somewhat less 
during the second examination. Most likely regeneration of the tuba] 
structures took place and the points of obstruction along the canals 
disappeared. 

Ninety-nine patients who suffered from primary sterility had se. 
vere menstrual disturbance; the flow was seanty and of short dura- 
tion. They menstruated irregularly, at intervals of from six to eight- 
een weeks. In all of these cases the tubes were found patent. This 
type of sterility is of constitutional origin. Whether the functional 
disturbance is in the genital organs, or the malfunction of the genital 
tract is only a local manifestation of a general constitutional disturb- 
ance, we as yet do not know. No form of medicinal treatment im- 
proves or cures this type of patient. The organic extracts proved to 
be valueless in the treatment of sterility. 

The average rise of the mereury column in patients whose tubes 
were open was 131. The average rise in patients in whom the tubes 
were closed was 197. We seldom allow the mereury column to rise 
above 220. 

We have as yet no means of knowing where the points of obstrue- 
tion are located. If the oeclusion is at the middle or distal portion of 
the tube, too much pressure of the gas may tear the soft parts. There 
is less danger of trauma if the occlusion is at the cornua of the uterus. 

Oceasionally pain may indicate the points of ocelusion. If the 
maximum intensity of pain is in the inguinal regions, the probability 
is that occlusions are in the outer portions of the tubes. If the maxi- 
mum intensity of the pain is in the middle hypogastrie region, the 
probability is that the occlusions are at the cornual ends of the uterus 
and the pain is caused by overdistention of the uterus. Whenever a 
patient complains of great pain in the inguinal regions, we never 
allow the pressure to continue. 

In 142 patients the tubes were found closed. Thirty-three patients 
were reexamined, and in three the tubes found open. The majority 
of these patients suffered from relative sterility and gave a history of 
infection, which evidently had. developed insidiously as a result of 
childbirth or misearriage. In some of the patients the tubes were 
found to be thickened; still, clinically, they could not be classified as 
suffering from pyosalpinx. 

Our study of the relation of infection to sterility was greatly en- 
haneed by the fact that a competent urologist was required to make a 
eareful examination of the husband before we instituted treatment of 
the wife. 

It is unfortunate that so many of the men had been pronounced 
cured of their gonorrheal infection and had been told that they could 


| 
| 
| 
| 


RONGY: OVIDUCT INSUFFLATION, BASED ON sTUDY OF 400 CASES 621 
marry with safety, when sometime later definite evidence of an infee- 
tious process was easily demonstrated. 

Fourteen patients had been operated upon for ectopic pregnaney, 
and upon examination the remaining tube was found closed. This 
would seem to indicate that infection plays an important part in the 
etiology of extrauterine pregnancy. It may be that the mechanical 
irritation produced by the blood clots in the pelvie cavity and the 
manipulation entailed in the operation cause a reaction in the pelvis 
which obliterates the lumen of the remaining tube. 

Three patients, in whom the oviducts were found closed, became 
pregnant subsequently. Since then we are guarded in our prognosis. 
It is difficult to state whether it was spasm of the tubes which pre- 
vented the passing of gas or whether actual obstruction existed, 
which disappeared later. 

Nine patients suffered from intramural fibroids of the uterus. The 
tumors must have interrupted the continuity of the genital canal and 
prevented the gas from passing through. 

Three patients who had been operated upon for suppurative appen- 
dicitis, the wounds having been drained, were found to have the 
tubes closed. The practice of some surgeons of inserting drain into 
the pelvis evidently produces sufficient reaction about the pelvie vis- 
cera to cause the closure of the tubal canals. Surgeons must keep this 
fact in mind when operating for suppurative appendicitis in unmar- 
ried women. 

Patients who suffered from dysmenorrhea were not improved by 
the oviduct insufflation. In this respect our experience does not coin- 
cide with the experience of those who found some of these patients 
suffering from less pain during menstruation as a result of this exam- 
ination. 

In two patients, who had had plastic operations on the fallopian 
tubes for the cure of sterility, we attempted to insufflate the tubes 
during their convalescence. Our object was to prevent postoperative 
occlusions of the repaired tubes. We soon abandoned this procedure 
because it was annoying to the patient. These patients were subse- 
quently insufflated and the tubes were found closed. 


COMPLICATIONS 


1. A severe infection in the right culdesac in a patient who had 
been operated upon for left salpingitis four years previously and for 
pelvic adhesions two years later. She ran a febrile course for about 
six weeks, and finally improved without surgical interference. 

2. Patient was twenty-six years old, married four years. The tubes 
were found patent. One week later she began to complain of pain in 
the right side and lower part of the abdomen. On examination a 
small mass was found in the right culdesae. The infective process 
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extended into the posterior parametrium. She ran a mild febrile 
course. She remained in the hospital four weeks. It would not be at 


all surprising if the infection caused an occlusion of the fallopian 
tubes in this patient. 


3. A posterior parametritis, causing severe pain in the lower part 
of the back, which subsided in about twelve days. 

4. Severe syncope in a ease of relative sterility. The patient was 
short, stout, and short necked. The attack was so severe that we 
thought death was imminent. She rallied later and was able to go 
home. 

5. Syneope of a milder degree, which lasted about half an hour. 
We believe that syneope can be obviated when the quantity of 
used is small; also it is less likely to oeeur when earbon dioxide 
is used instead of oxygen. 


gas 


gas 


We know of two deaths which took place immediately following 
this examination. An autopsy was performed in one of the eases, but 
no definite cause could be established for the cause of death. 

Through the courtesy of Dr. L. M. Kahn, Attending Surgeon at 
Lebanon Hospital, 1 had the opportunity to see an extremely virulent 
infection of the pelvis, extending high into the abdomen, which had 
developed shortly after the patient had been insufflated by a well- 
known obstetrician in this city. A great quantity of pus was evacu- 
ated through the posterior culdesae. She had a stormy convalescence, 
which lasted about four weeks. 

At one time we considered the possibility of carrying infection into 
the genital tract. We therefore took cultures of carbon dioxide gas 
from a cannula exactly as we would introduce the gas into a patient 
and found the cultures sterile. 

In conclusion we wish to state that we found oviduct insufflation 
of great diagnostic value in patients who suffered from relative ste- 
rility or in patients in whom we suspected 4 chronie pelvic infection. 
It is a safe procedure in properly selected cases. Indiscriminate ap- 
plication of it will lead to many complications. The practice, pur- 
sued by many physicians, of having this examination made in an 
x-ray laboratory cannot be too strongly condemned. Oviduct insut- 
flation should be done by the experienced gynecologist only. 


590 West END AVENUE. (For discussion see page 685.) 
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A STUDY OF END-RESULTS OF OPERATIONS FOR UTERINE 
PROLAPSE AT THE WOMAN’S HOSPITAL, 1915-1925* 


By Epwarp ArtTuur BULLaArp, M.D., New York, N. Y. 
(Junior Attending Surgeon) 


HIS paper is a comparative study of the end-results of the various 

operations for prolapse of the uterus done between 1915 and 1925 at 
the Woman’s Hospital. There were 361 cases in this series and the 
operations were performed by thirty different operators. Every patient 
had been examined by the surgeon who operated upon her or by some 
other member of the visiting staff at least once since her operation, and 
a large majority of them (about 90 per cent) have been observed sev- 
eral years in our Follow-up Clinies. 

Though I have attempted to study only the results of the operative 
treatment of prolapse, it may be of casual interest to record that the 
major preoperative symptoms in this series were backache and dragging 
sensations in the pelvis; 58 per cent of the patients complained of the 
dragging sensations, and 54 per cent complained of backache. 


TABLE I 
OPERATIONS FOR UTERINE PROLAPSE 


Watkins 
Bissell’s Resection of Uterus 2 
Mayo Vaginal Hysterectomy 50 
Vaginal Hysterectomy 74 
Vaginal Plastics Only 81 
Vaginal and Abdominal Combined 56 
Abdominal Only 7 
Emmet-Baldwin 4 

361 

TABLE II 


DEGREE OF PROLAPSE BY DECADES 


AGE IST DEGREE | 2ND DEGREE |  3RD DEGREE 
20-30 9 7 4 
30-40 | 45 54 | 13 
40-50 | 47 51 | 27 
50-60 | 26 31 23 
60-70 | 6 10 | 8 

Totals | 133 75 


It would be valuable, for the purpose of study, to have these cases 
accurately grouped according to the degree of the prolapse in each ease, 
but this has been impossible. There seems to be no clean-cut and gen- 


*Read at a meeting of the New York Obstetrical Society, November 10, 1925. 
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erally accepted classification. Many designate the appearance of the 
cervix at or outside the vulva as ‘‘a complete uterine prolapse’? or ‘g 
complete procidentia of the uterus,’’ though there may in reality be very 
little actual descent of the uterus—only a marked elongation of the cer. 
vix. I maintain that the prolapse is complete only when the entire 
uterus is outside the vagina. There is confusion also as to whether pro- 
lapse and procidentia are synonymous. Many dictionaries consider 
them so. In Table II, | have classified as third degree only those eases 
with the entire uterus outside the vulva; cervix outside and internal os 
at the vulva, I have called a second degree prolapse and any actual de- 
scent of the uterus less than the latter, a first degree prolapse. I suspect 
that some of my third degree cases were really prolapse of the second 
degree, but the descriptions written by the surgeons compelled me to put 
them in the third degree classification. 


TABLE III 
WATKINS OPERATION (77 CASES) 
Complete Success (65.6% ) 49 
Success with minor defects or symptoms (32.4%) 95 


(96.0% ) 74 


Bladder symptoms 16 
Slight evstocele 2 
Moderate rectocele 3 
Slight prolapse cervix 2 
Retroversion 2 
25 
Complete Failure ( 3.8%) 3 


1. Immediate infection 


2. Recurrent prolapse in + months 


3. Recurrent prolapse in months 


TABLE IV 


RESECTION OF UTERUS (BISSELL) (12 CASES) 


Complete Suecess (50.0% ) i 
Suecess with minor defects or symptoms (41.6% ) oD) 


(91.6%) 


Bladder symptoms 3 

Slight cystocele 1 

Slight rectocele 1 

5 
Complete Failure ( 8.8%) 1 


Complete reoperation needed in 2 months 


An examination of the data on Watkins’ operation of vaginal inter- 
position of the uterus (Table III) reveals that 63.6 per cent of these 
cases were complete successes in every respect. I have classified 32.4 per 
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cent as successful also, but with minor defects or minor symptoms; this 
gives a total of 96 per cent practically satisfactory. A rather large 
group of these, though anatomically satisfactory, had some form of blad- 
der irritation, in most instances lasting a few months but in a few cases 
lasting several years. This forms a considerable objection to this opera- 
tion it would seem. Two eases had slight cystoceles recur; three had 
moderate rectoceles—certainly not to be blamed upon the Watkins’ teeh- 
nie. Two uteri tore away and retroverted but without recurrence of the 
prolapse, and two had very slight recurrent prolapse of the cervix. Of 
the failures, one resulted immediately from wound infection. In the 
second ease, the uterus gradually pulled away, retroverted, and again 
prolapsed into the vulva in about four months. The third failure was 
similar to the second and perhaps due to the inexperience of the oper- 
ator, an interne. 

Referring to Table LV, I have classified as a subheading under the 


Watkins’ operation Bissell’s resection of the uterus. This was an experi- 
mental procedure which excised the cervix and all but the lateral walls 
of the body of the uterus and interposed these stumps between bladder 
and vagina. After doing a dozen or more of these, Dr. Bissell diseon- 
tinued the operation. From Table IV, it will be seen that only 50 
per cent of these operations were absolutely satisfactory ; one completely 
failed, and Dr. Bissell told me of numerous annoyances from necrosis 
of stumps, bladder irritability, ete., in others. 


TABLE V 


Mayo OPERATION (50 CASES) 


Complete Suecess ' (76.0% ) 38 
Success with minor defects (18.0%) 9 
(94.0% ) 47 

Small enterocele S 

Small urethrocele | 

Complete Failure ( 6.0%) 3 
50 


1. Large enterocele in 2 months 


2. Large enterocele in 6 months 
Large eystocele in 2 vears 


Table V summarizes the Mayo operation. Of these operations 76 per 
cent were found to be perfect anatomically and symptomatieally, and 
adding the 18 per cent having minor defects, 94 per cent were found to 
be virtually satisfactory. Nine cases had quite small enteroceles giving 
no annoyance and not needing operation. There were three failures (6 
per cent). One had a large cystocele which slowly developed for three 
years—the only one after a Mayo operation. The other two had large 


enteroceles necessitating reoperation. One developed within two months 
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of the operation and the other in six months. Dr. George Gray Ward, 
the leading exponent of this operation, noting an occasional enterocele 
following the Mayo operation, developed and published, in 1921, an addi. 
tion to the original technic. After removing the uterus a high disgee. 
tion, ligation, and excision of the herniated pouch of Douglas is done 
and an obliteration of the culdesae by suturing together the uterosaeral 
ligaments. Since adopting this improved technic, three very small en. 
teroceles have occurred which under observation (one for four years) 
have not enlarged and have given no trouble. One patient with large 
enterocele has been advised a reoperation. 


TABLE VI 


VAGINAL HYSTERECTOMY (74 CASES) 
Complete Success 


(78.3%) 58 
Success with minor defects (17.5%) 13 
(95.8% ) 71 

Small enterocele 5 

Small rectocele 6 

Small cystocele 2 

13 
Complete Failure ( 4.0%) 3 
74 


Enterocele in 2 to 6 months, surgeons admitted inade- 
quate repair of culdesac 


A survey of Table VI shows the figures for vaginal hysterectomy, usu- 
ally done here by the Bissell technic, 78.3 per cent e) _irely satisfactory, 
17.5 per cent virtually satisfactory ; a total of about 96 per cent. Exam- 
ining in detail the group with minor defects, we find that after this oper- 
ation, as after the Mayo operation, a few enteroceles oceur. It is so dif- 
ficult to differentiate between high rectocele and enterocele in the early 
stage that some of these small rectoceles in this group may later on prove 
to be enteroceles. 

Concerning the three failures in this group the operators admitted 
taking insufficient pains with the fascial repair about the culdesac. Not 
one of these three cases were operated on by Dr. Bissell or by Dr. Goff, 
his associate, and the Bissell technie was probably not skillfully carried 
out. 

The group entitled vaginal plastics only (Table VII) contains almost 
entirely patients with first and second degree prolapse. None of them 
had the uterus removed. These prolapsed uteri were held up in most 
instances by repairs of cystocele and of pelvie floor lacerations; a few 
patients had uterosacral ligament shortening, and a few had Alexan- 
droff’s shortening of the cardinal ligaments; 75.3 per cent were wholly 
satisfactory and 22.2 per cent practically so. This latter group consists 
of 10 eases with slight recurrence of cystocele and six cases with slight 
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TABLE VII 


VAGINAL PLASTIC OPERATIONS (S81 CASES) 


Complete ‘Success (75.3% ) 61 
Success with minor defects or symptoms (22.2%) 18 
(97.5%) 79 

Slight cystocele 10 

Slight rectocele 6 

Slight dysuria 2 

18 
Complete Failure ( 2.5%) 2 
81 


Causes undiscovered, both reoperated 

rectocele—none had any recurrence of prolapse of the uterus, There 
were two failures, both reoperated within a few months. One, in a pa- 
tient with a first degree prolapse, who had a simple repair of cystocele 
and perineum, the cervix amputated and the uterosacral ligaments sewed 
in front of it. She was an emaciated woman with loose kidneys, and had 
a complete recurrence in four months. The poor quality of her pelvic 
fasciae probably explains this failure. 

The causes of the second failure are uncertain. Perhaps the vesico- 
vaginal fascia near the cervix was not well tightened up in the repair 
of the cystocele; the long cervix should have been amputated, and the 
repair of her lacerated sphincter ani, though it did not suppurate, was 
inefficient. 

The next group, described as vaginal and abdominal operations com- 
bined (Table VIII) consists largely of cases of first degree prolapse. 
Here again the end-results are quite satisfactory ; 76.7 per cent entirely 
successful and 16 per cent virtually so but with minor defects. This 
latter number consists of four cases of moderate recurrence of rectocele, 
two moderate eystoceles, two with slight prolapse of the uterus again, 
and one with occasional dysuria—no one of them necding another opera- 
tion. 


TABLE VIII 


VAGINAL AND ABDOMINAL COMBINED (56 CASES) 
( 


Complete Success (76.7%) 43 
Success with minor defects or symptoms (16.0%) 9 
(92.7%) 52 

Moderate rectocele 4 

Moderate cystocele 2 

Slight prolapse of uterus 2 

Occasional dysuria 1 

9 
Complete Failure ( 7.1%) 4 
56 


Round ligament suspensions unsuitable for prolapse. 
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There were four failures in this list and all seem to have been from 
errors of judgment. Two of these patients were fifty years of age: one 
had a second degree and the other a third degree prolapse of the uterus. 
Each had repairs of eystocele and perineum combined with ventral sus. 
pension, or Gilliam operation. That these latter two operations are un- 
suitable for uterine prolapse, I think will not be disputed. <A third 
failure resulted from a similar error of judgment; namely, the employ- 
ment of an Alexander operation for the correction of a first degree pro- 
lapse. 

Table IX, abdominal operations for prolapse of the uterus, contains 
only seven eases. Obviously the gynecologist has little faith in any at- 
tempt to cure prolapse by the abdominal route. 


TABLE 1X 
ABDOMINAL OPERATIONS (7 CASES) 


Complete Success 


(57.1%) 4 
Partial Suecess (14.3%) 1 
(71.4%) 5 


Slight prolapse 4 years after fixation of uterus into 
abdominal wall 


Complete Failure (28.6% ) 


1. In 2 months after panhysterectomy with suspension 
of vagina 

”. In 6 months after ventral fixation and Moschko 
witz operation 


Only four of these seven cases are entirely cured. One patient whose 
uterus was fixed into the abdominal wall has an elongation of cervix and 
uterus requiring a pessary for comfort. Two of the seven are failures. 
One had the entire uterus, and an enterocele outside the vulva (the fail- 
ure of a Watkins operation ten years before), and a troublesome 
umbilical hernia. 


The operator hoped to cure hernia, prolapsed uterus, 
and all by 


the abdominal route,—panhysterectomy, obliteration of 
Douglas’ culdesae, and plication of cardinal ligaments. Prolapse of 
both vaginal walls began in two months and became rapidly worse. 

The other failure was in a single woman with an inguinal hernia, and 
a second degree prolapse accompanied by an enterocele. As in the pre- 
vious ease the operator hoped to cure them all through one abdominal 
incision. The culdesae was obliterated by the Moschkowitz operation, a 
ventral fixation of the uterus with linen, and repair of the hernia 
were done. In six months the cervix descended, later the uterus tore 
away leaving a ventral hernia, and at reoperation fifteen months later, 
the enterocele also had recurred. 

Only four Emmet-Baldwin operations were traced (Table X) and all 
patients were cured—one for seven years. 
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TABLE X 


EMMET-BALDWIN OPERATION (4 CASES) 


Complete Success (100.0%) 4 
TABLE XI 
= TIME OF RECURRENCE OF ANATOMIC DEFECTS 
44% within 3 months > 
28% within 5- 6 months 
12% within 6-12 months 
8% _ Within 1- 2 years 
4% within 2- 3 years 
4% after years 
Note: within 6 months. 
TABLE XII 
SUCCESSFUL CASES; TIME UNDER OBSERVATION 
TIME NO. CASES : 
Under 6 months 73 
6-12 months 30 
1- 2 years 74 
2- 3 years 48 
o- 4 years 32 
4- 5 years 9 
5- 6 years 8 
6- 9 years 8 


Referring to Table XII, it will be seen that 73 of the suecessful cases 
of this series of 361 were followed up less than six months, that 30 others 
were observed from six months to one year, that 74 others were observed 
less than two years, giving a total of 177—about half of my whole series. 
However, inspection of Table XI shows that 72 per cent of the failures 
or anatomie defects appeared within six months of the operation, and 
that only 8 per cent of the total defects in the entire series occurred later 
than two years after operation. Failures of prolapse operations occur 
early. 


COMMENT 


It seems to me that the striking thing about this study of results of 
operations for uterine prolapse is that about 95 per cent of the cases are 
cured by vaginal plastie surgery. 

The vaginal plastie work combined with ligament shortenings from 
above is satisfactory perhaps in cases of slight prolapse, but the 
careful fascial reconstruction by vagina undoubtedly is responsible for 
the success. 

The majority of the gynecologists of today have long since ceased 
to attempt to cure descent of the uterus by any form of suspension 
or fixation by the abdominal route. Careful reconstruction of the 
various planes of the pelvie fascia that have become attenuated, over- 
stretched, or torn is the sine qua non of the operative treatment of 
prolapse. 
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In our series, the Watkins operation has not been followed by entero. 
cele, but we have had a considerable percentage of cases with bladder 
symptoms. 

The Mayo operation has been extremely satisfactory except for an 
occasional enterocele. 

The vaginal hysterectomy by Bissell’s technic has been most satisfae- 
tory, but unless perfectly done, and perhaps even then, may be followed 
by an occasional enterocele. 


47 East FIFTY-SEVENTH STREET. (For discussion see page 688.) 


INFECTION OF THE ABDOMINAL INCISION, INCIDENCE IN 
FIVE HUNDRED GYNECOLOGIC LAPAROTOMIES* 


By CatTHartne MAcraruANe, M.D., F.A.C.S., Pa. 


RECENT review of the histories of five hundred laparotomies per- 
formed by my assistants and myself in the Woman’s Hospital and 
Woman’s College Hospital led to certain conelusions regarding the 
incidence of wound infection which seem to have some practical value. 
These operations were performed for gynecologic conditions in afebrile 
patients and ranged from exploratory laparotomy to panhysterectomy 
for cancer of the uterine fundus. They cover a period of twelve years 
at the Woman’s Hospital and three years at the Woman’s College Hos- 
pital. In this series of five hundred cases we have to report 35 infected 
wounds, or 7 per cent. Of these 35 infections, 19 were superficial and 
16 were deep. 

Since the operations of the series extended over a considerable period 
of time they were performed with varying groups of operating room per- 
sonnel and under slightly different conditions of operating room technic. 
At one end of the series the hands of the operating team were disin- 
fected by alcohol and bichloride solution; at the other end, by alcohol 
alone. Throughout the series the patient’s skin was disinfected by 
tincture of iodine, and incision towels were used except in the earliest 
cases. It was gratifying to note that not only did the last half of the 
series show fewer infected wounds than the first half but that there 
was also a steady decline in the number of deep infections. There 
were six deep infections in the first hundred eases and none in the last 
hundred. 

Upon investigating the final variable, the condition operated upon, 
we found that 17 of the 35 infected wounds occurred in patients oper- 
ated upon for pelvic inflammatory disease. In 113 such cases wound 
infection occurred in 17, or in 15 per cent. Six of these infected 
wounds followed gross contamination with pus from rupture of tubo- 


*Read at a meeting of the Obstetrical Society of Philadelphia, December 3, 1925. 
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ovarian abscesses during operation, while 11 occurred without such 
obvious contamination.” It happened that our series included prac- 
tieally the same number of supravaginal hystereectomies for fibroid 
tumors of the uterus and in these 112 cases, wound infection oceurred 
only 6 times or in about 5 per cent. Since the duration of the opera- 
tion and the traumatism to the abdominal wall were probably about 
the same in these two groups of cases, we may conelude that the pre- 
ponderance of infected wounds in the pelvie inflammatory cases was 
due to the nature of the condition operated upon. 

We believe in operating for pelvie inflammatory disease in the 
chronic stage and, in cases under observation from the start, make it 
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Fig. 1.—Infected cases per 100 operations ——————. 
Deep infections per 100 operations 


a rule not to operate until the temperature has been below 100° for 
five weeks. Sometimes our patients disappear during the long interval 
of waiting, but on the whole this arbitrary rule has proved very satis- 
factory. We have never regretted following it, we have occasionally 
regretted not following it. Whenever we have been persuaded by some 
impatient individual to operate after only two or three weeks of nor- 
mal temperature, deep infection of the abdominal incision has been the 
result. The majority of these patients are not under observation from 
the start, however, but present themselves in the out-patient depart- 
ment at varying intervals after a primary or recurrent attack. While 
afebrile when admitted, they may not have been afebrile very long, 
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and it is probable that we often operate upon them in the presence of 
a still active infection. In separating the adherent appendages from 
the bacteria-laden bowel, we may be stirring the embers of a smoulder. 
ing fire and may bring to the closure of the incision gloves contami- 
nated with organisms which the poorly resistant fat cannot withstand. 
Led to conelude that every operation for pelvie inflammatory dis. 

ease is conducted in a potentially infectious field, the practical question 
arose: Would it be possible to diminish our percentage of wound in- 
fections in this group of cases by repeating some of our preoperative 
antiseptic precautions before closing the wound? In the attempt to 
answer this question we are now taking the following precautions be- 
fore closure: 

Soiled incision towels are removed. 

The operating team remove their soiled gloves, rinse their hands in alcohol, 

dry them, and put on fresh gloves. 


Fresh incision towels are applied and the incision is closed with fresh 
instruments. 


After closing the fascia, its upper surface, the fat and skin edges are 
painted with tincture of iodine, 3 per cent. 


So far we have carried out these precautions in ten operations for 
pelvic inflammatory disease and have had superficial infection of the 
wound in two cases. We hope that a large series of cases will prove 
these precautions to be Worth while and that a diminution in our in- 
cidence of wound infections will result. 


CONCLUSIONS 

1. Incidence of wound infection in five hundred gynecologic lapar- 
otomies, 7 per cent. 

2. Incidence of wound infection in 1138 operations for pelvie inflam- 
matory disease included in the above series, 15 per cent. 

3. Advisability of attempting to lessen the incidence of wound in- 
fection in the pelvie inflammatory cases by repeating the preoperative 
antiseptic precautions before closing the wound. 

4. This has been done so far in ten eases with two superficial in- 
fections. 


7OL MEbICAL ARTS BUILDING. (For discussion see page 692.) 


BLOOD PRESSURE AND URINARY FINDINGS IN 100 CASES 
OF NORMAL PREGNANCIES* 


By Francis ASHLEY FauGut, M.D., PA. 


F WE accept the teaching that systolic blood pressure readings of 

more than 130 mm. are abnormal, and that systolic readings above 
this indicate impending danger, and if we believe, as it is commonly 
taught, that the presence of albumin, casts and red blood cells in the 
urine, with or without systolic elevation, indicates kidney deficieney, 
then all signs fail during pregnancy, and we must readjust our values 
to conform with everyday findings. 

From a careful analysis of the cases contributing to this study it 
would appear that some means other than periodic blood pressure 
observations and urinalyses must become a part of our prenatal routine, 
at least, in those cases which present unusual systolic blood pressure 
elevation and urinary abnormalities. Otherwise, depending on our 
individual valuation of these variations, we may either under- or over- 
estimate the significance of the findings. 

The data which follow are based upon a eritical analysis of the 
periodic blood pressure and urinary findings in 100 cases of normal 
pregnancy observed in private practice. Most of these patients were 
studied from the third month on, a few as early as the beginning of 
the fifth week. All have been followed subsequent to their discharge, 
and it is known that there did not develop, subsequent to delivery, 
permanent damage to the cardiovascular or renal systems. Their ages 
ranged between eighteen and forty-one years. Several were observed 
during more than one pregnancy, but no classification is made in this 
study except to separate the primiparae from the multiparae; these 
were, as it happened, about equally divided. 

The term normal pregnaney is used advisedly, as I have not re- 
stricted this term to cases in which hypertension and urinary abnor- 
malities did not oceur, but have ineluded all those in which these vari- 
ations were found unassociated with evidences of toxemia and in whom 
pregnaney terminated in a normal delivery and puerperium. 

There were made in this series 600 blood pressure observations and 
675 urinalyses. Of the 675 urinalyses, 309 or 44.1 per cent showed 
albumin, alone or with other urinary abnormalities. Of the total 
primiparae 12 per cent went through their pregnancy without finding 
albumin in urine, while 7 per cent showed albumin in all their urine 
examinations. Of the multiparae 10 per cent showed no albumin and 


_ *Read by invitation before the Obstetrical Society of Philadelphia, Thursday eve- 
ning, December 3, 1925. 
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5 per eent always had albumin in demonstrable quantity in their 
urine. 

By months, the percentage of eases showing albumin in primipara 
and in multipara was as follows: 


MONTIL PRIMIPARA MULTIPARA 


~ 
A 


1 2 0 
2 5 3 
S 
12 11 
15 8 
6 21 17 
7 21 15 
0) 18 
29 21 


From this tabulation it will be seen that albuminuria oceurs with 
slightly greater frequeney in primiparae than in multiparae. 

Pursuing the analysis further I present the following tables showing 
the percentage occurrence by months in multiparae and primiparae of 
albumin and easts, I; of albumin, easts and red blood cells, IL; of 
elucose, IIL; and of indiean, TV. 


IT. PERCENTAGE, ALBUMIN, CASTS AND 


I. PERCENTAGE, ALBUMIN AND CASTS Rep BLoop CELLS 
MONTIEL PRIMIPARA MULTIPARA MONTIL PRIMIPARA MULTIPARA 
% % 
1 1 0 1 1 0 
0 2 0 1 
3 0) 0 3 0 3 
1 2 2 
5 2 0 5 5 4 
G 1 7 
7 2 1 7 7 5 
S 0 6 4 
3 9 3 
PERCENTAGE, GLUCOSE LV. PERCENTAGE, INDICAN 
MONTU PRIMIPARA MULTIPARA MONTII PRIMIPARA MULTIPARA 
% % % 
1 0 0 1 0 0 
» 0 0 2 2 0 
3 0 0 5 
1 2 6 5 
1 2 5 9 7 
6 3 6 9 
7 7 5 7 
5 t 8 j 
9 2 2 9 7 > 


It will be seen that glycosuria is not unusual during pregnancy, oc- 
curring in 4.5 per cent of all specimens examined, being present most 
frequently in the sixth, seventh, and eighth months. The percentage 
of glueose met was rarely over 1.5 per cent, the highest being 4.7 per 
eent, occurring once. Twenty-four-hour collections were made when- 


ever possible in determining these percentages. Only one ease pre- 
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sented difficulty in eliminating sugar from the urine, and in no ease 
was it found necessary to use insulin. One patient showed glucose in 
each of two successive pregnancies. ‘Two patients showed no glucose 
in their first pregnancy, but did show it in their second. One patient 
with glycosuria during first pregnancy did not develop this complica- 
tion in her second. 

The average systolic pressure encountered at the time sugar was 
found in the urine was 121 mm., diastolic pressure 70 mm., pulse 
pressure 51 mm., as compared with the average in normal eases of 117 
mm. systolic; 65 mm. diastolic; and 52 mm. pulse pressure. The high- 
est systolic pressure met with glycosuria was 180 mm., and the lowest 
systolic pressure 90 mm. 

The incidence of indican was slightly greater than glucose, occur- 
ring in 11.1 per cent of all specimens examined, frequently in con- 
junction with glucose. Primiparae show a slightly greater tendency 
to develop indicanuria, where in the sixth month, it was present in 9 
per cent of all specimens examined. The highest systolic pressure met 
in the presence of indican was 160 mm., and the lowest systolic pres- 
sure 90 mm. 

The following table shows the extremes of systolic pressure met in 
this series in conjunction with normal and abnormal urinary findings. 


M} MM. 
In presence of normal urine___--~~- 150 80 
In presence of 190 90 
In presence of albumin and 150 90 
D In presence of albumin casts and cells pao’ Jae 110 
; In presence of 90 
F In presence of indican ae ‘eee 160 90 


For the reason that many pregnant women do not present themselves 
during the early months of pregnancy, the readings involved are com- 
paratively few; therefore these figures are open to some question. In 
the remaining months the averages are based upon a sufficient number 
of observations to insure reasonable accuracy. 

It will be noted that there is comparatively little variation in the 
monthly averages, all of which are within the recognized normal limits 
of blood pressure, exeept the first month (135 mm. Hg.) in patients 
showing albumin, casts and red blood cells, and in the last two months of 
patients showing albumin and easts. There is a slight systolie fall in 
most cases during the middle months. 

The pulse pressures are quite uniform, although slightly larger than 
those considered usual in normal subjects. They are not noticeably 
affected by various urinary abnormalities, as compared with the above. 
It will be seen from Table V that individual elevations in systolic 
pressure are comparatively frequent, oceurring 98 times, or in 11.5 
per cent, of all cases, 
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V. NUMBER AND PERCENTAGE OF CASES, BY MONTIIS, SUOWING SYSTOLIC 


BLoop 
PRESSURE OVER 130 MM. H&G. 


MONTHS CASES PERCENTAGE 


l 66 
2 bed 
3 5 
9 14 
5 9 10 
10 1] 
7 11 10 
oo 93 
19 23 
Average YS 11.5 


SUMMARY 


1. There is practically no difference in the average blood pressure 
values in the primipara, as compared with the multipara. 

2. There is slightly greater tendency for primiparae to show urinary 
abnormalities, which, however, does not appear to have any great sig- 
nificance. 

3. We may expect to find a high incidence of albumin in the urine 
of pregnant patients, associated in many instances with casts and red 
blood cells. 

4. The influence of these abnormalities on the average blood pressure 
findings is insignificant and well within recognized normal variations. 

5. The persistent occurrence of albumin and other urinary abnor- 
malities usually has little significance. 

6. Individuals, not infrequently, show marked abnormal variations 
in systolic pressure, both below and above the normal limits, the oe- 
currence of which does not necessarily indicate impending grave meta- 
bolic disturbances or toxic states. 

7. The occurrence of glucose and indican as complicating factors 
during pregnancy must be taken into consideration since their in- 
cidence is comparatively frequent, and may be associated with com- 
paratively great blood pressure abnormalities in the individual ease. 

8. Their significance and effect upon the pregnant woman is_prob- 
ably no greater than the other urinary abnormalities. 

9. The mere elevation of systolic blood pressure does not indicate 
the approach of grave complications unless persistent, under which 
condition further light should be sought by a study of the blood for 
the detection of nitrogen retention and disturbance in the CO, com- 
bining power of the blood. 


D006 SPRUCE STREET. (For discussion see page 693.) 


THE PASSIVE HYPEREMIA TREATMENT OF CHRONIC 
CERVICITIS 


By G. L. Morencu, M.D... New N. Y. 
(Asst. Prof. of Gynecology, New York Post-Graduate Medical School and ITospital) 


HE best form of treatment for chronic cervieal inflammation is 

still much in dispute despite all of the work constantly being done 
in this field. Furthermore, it seems to me that, with the varied mor- 
phology of this region, no one best method of treatment can ever be 
established. Treatment must vary with the pathology found in each 
individual case, and often a combination of various methods of treat- 
ment may be necessary to accomplish the desired result. In general, 
we ean classify the various forms of treatment devised for cervicitis 
under the following five main headings, under which IT will also eon- 
sider their various advantages and drawbacks: (1) chemical treat- 
ment; (2) surgical treatment; (3) cautery; (4) radium and (5) pas- 
sive hyperemia. 

1. Chemical Treatment.—Douches, be they borie acid, potassium per- 
manganate, bichloride of mereury, or other more or less similar sub- 
stances, are in most instances of no avail in chronie¢ cervicitis. Topical 
applications, iodine, Churehill’s tincture, ichthyvol, silver nitrate, aleohol 
injections, mercurochrome, acriflavine, argvrol, protargol, ete., are of 
use only in the very mildest cases, if at all. Other forms of treatment, 
such as Hollender’s' bismuth paste injections, are not much better, and 
some, as, for example, the use of strong phenol or zine chloride solu- 
tions, or Strobell’s? method of using pure potassium hydroxide are not 
without danger. 

As an adjutant to other forms of treatment, however, chemical meas- 
ures may play an important role in the treatment of chronie cervicitis. 

2. Surgical Treatment.—For hypertrophic or eystie eervices or espe- 
cially inflamed lacerated cervices with ectropion, surgery is probably the 
best form of treatment. The surgical procedure, however, must be 
adequate. The curette alone is worse than useless. The preferred 
procedure here is either Schroeder’s or Sturmdorf’s® excellent opera- 
tion or some modification of either. Amputations of the cervix are 
also much employed. At the same time one must remember that 
surgery cannot possibly remove all the infected tissue in chronie cer- 
vicitis, wrongly called endocervicitis, as the inflammation extends 
through the entire thickness of the cervix. This fact can be proved by 
the microscope. Surgery also has the added drawback that one oper- 
ates in an inflamed area, and secondary infection and hemorrhages 
may and do ocenr. Again, amputations of the cervix, if done high 
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enough to eradicate the infection may cause abortions later on. Heine. 
berg* quotes Leonard in saying that 55 per cent of all pregnancies fo}. 
lowing high amputations of the cervix end prematurely. Finally, eut. 
ting off inflamed tissue can, after all, hardly be called ‘‘treatment,” 

3. Cautery.—The cautery treatment of chronic cervicitis has many 
advocates. It certainly achieves good results in many eases. At the 
same time one must consider the action of the cautery; if it is done 
only superficially or with a fine nasal cautery, as Dickinson’ recom. 
mended, the improvement of the lesion is due to the resulting hyperemic 
reaction. If, however, the cauterization is extensive and deep, it is 
open to the same objections as surgery, inasmuch as burning off tissue 
is not any better than eutting it off as far as the term ‘‘treatment”’ 
goes. The cautery may also cause scar tissue shrinking and stenosis of 
the cervical canal. 

4. Radium.—Curtis® claims to have cured eighty-seven out of one 
hundred and four eases of chronie cervicitis with radium. We tried 
radium on a number of eases at the Post-Graduate Hospital, on Dr. 
Furniss’ service, without any results at all. 

5. Passive Hyperemia.—About three years ago, before I had seen 
any of Van Doren Young’s* work or his apparatus, I started using 
passive hyperemia for the chronically inflamed cervix with much dis- 
charge and more or less erosion. Since that time we have used the 
method on H. D. Furniss’ service in the clinie with gratifying results. 
Of course not all cases were treated in this way. Lacerated cervices 
were operated upon, cysts were usually punctured with a fine cautery, 
and, as an aid to the passive hyperemia, we used 25 per cent argyrol 
solution, which we found by repeated trials to give the best results. 

I believe that the only real ‘‘treatment’’ of cervicitis is by means of 
passive hyperemia. It is known that passive edema kills bacteria; it 
also stimulates fibrous tissue, lessens pain by reducing inflammation 
irritating nerve endings, and dissolves pathologie products; that is, 
all the necessary requirements of treatment are furnished by the pas- 
sive hyperemia. 

The apparatus which I evolved and had made in different sizes by a_ glass 
blower* is shown by Fig. 1-4. Two pieces of rubber tubing with a stopeock 
hetween them were attached to the glass tube and connected either to a big syringe 
(250 ¢.c. Bigelow bladder syringe) or an eleectrie negative pressure pump. We 
found that about 15 inches of negative pressure was most desirable. The method 
of treatment was as follows: The tube was applied through a bivalve speculum 
over the cervix, the largest size that would pass being used. The air was now 
exhausted and the tube left on for about three minutes (this varied with the 
severity of the ease). In the beginning, some eases had slight hemorrhages fol- 
lowing the application of the suction tube for five minutes, so that we later reduced 
the time to the above-mentioned three minutes for most cases. After three minutes, 
the tube was removed and the pus and mucus wiped away, or, if necessary, sucked 


out with the pump through a small cannula. Generally, after the application of the 


*Machlett & Son, 50 William St., New York City. 
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suction tube, the mucus would come away very easily in contradistinetion to the 
tenacity with which it usually clings to the cervical canal. After the cervix was 
cleansed, the tube was reapplied and about one dram of 25 per cent argyrol solu- 
tion was allowed to flow in through the funnel of the tube without letting in any 
air. The small loss of vacuum was now made up by additional negative pressure. 
The tube was left on again for about two to three minutes and kept tilted up so 
that the argyrol covered the cervix. Then, with the tube tilted up, the air was 
allowed to rush in by opening the funnel stopcock. The reason for this procedure 
was based on the following considerations. The mucus and pus are squeezed out 
of the cervical glands and eanal by the hyperemic congestion and swelling of the 
cervix Which squeezes together the gland and canal walls. If the pressure is now 


released, air will rush baek as the cervix shrinks, because of the loss of vaeuum. 


Fig. 1-A. 


Fig. 1-B. 


If, however, air is not available because argyrol completely covers the cervical os, 
the argyrol will be sucked up. After the treatment the cervical canal in our cases 


certainly showed argyrol in it. 


The question is now which eases can be treated with benefit by passive 
hyperemia and which cannot. There is some discrepancy among authors 
on this subject. On looking through the literature after I had designed 
my apparatus, I found various types of tubes had been used for a num- 
ber of different lesions of the female genital tract. One of these is shown 
in Fig. 1-B. <A ring clamp was used to hold the cover onto the speculum 
after it had been placed over the cervix. This instrument was devised 
by Schindler* and used to treat uterine and adnexal inflammation. 
K. Mayer® modified the above speculum by putting two nozzles on the 


cover and leaving off the one on the speculum itself. Mayer used this 
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speculum for the same conditions as Schindler. Even before this, how- 
ever, (1905) Rudolph, Eversmann and Bauer!’ have used passive hyper- 
emia of the cervix for amenorrhea, infantile uteri, endometritis, para- 
metritis and sterility. All three authors considered pregnancy and aeute 
inflammation the only two contraindications to the method. Matzen- 
hauer and Weitgasser'! used suction in cases of cervical discharge and 
especially chronie gonorrhea.  Fernhotf!? used suction in chronic 
vicitis. He claimed benefit also in cases of atrophy and hypoplasia of 
the uterus. He expressly stated, however, that no case with any chronic 
inflammation of the adnexa should be treated with passive hyperemia. 
Van Doren Young’ used passive hyperemia for chronic cervicitis, cir- 
culatory stasis due to subinvolution or malposition or both, also in 
hypertrophic endometria, periadnexitis, amenorrhea (not due to preg- 
nancy), dyspareunia, sterility, ete. He considered malignancy and 
pregnaney as the only two contraindications. Van Doren Young used 
intermittent hyperemia, claiming that the repeated breaks in_ the 
vacuum caused stimulation of the muscles of the uterus, which sounds 
logical. Di Palma presented a very ingeniously devised instrument at 
the New York Academy of Medicine last vear. This instrument com- 
bines suction, irrigation and the application of medicated solutions, but 
| believe it is not without danger, because there is no real assurance 
that the irrigating fluid will not enter the uterus and the tubes. Di 
Palma himself reported no untoward results of any kind, but [ believe 
that his work was done mainly on patients with tubes closed by chronic 
salpingitis. 

If we now compare the work of the various men just cited, we see 
that the contraindications given by one man are not recognized by an- 
other, and, at times, are even made indications for treatment. 

At the New York Post-Graduate Hospital we have not used passive 
hyperemia in any acute infections of the female genital tract or in 
malignancy or suspected malignancy or in pregnancy or suspected 
pregnancy. At times when passive hyperemia treatment of the cervix 
was used in cases of cervicitis, complicated by chronic peri- and para- 
metritis, a slight temporary increase of pain occurred, but this soon 
abated and general improvement followed. As a result, we did not 
consider chronic adnexal inflammations as a contraindication to the 
suction treatment. 

Clinical Results —Altogether, we have used the suction treatment of 
the cervix on over two hundred women with very good results in most 
instances, and improvement in every case, with the exception of about 
six. The latter had abundant thin purulent discharges and hyper- 
trophic cervices and, with one exception, were not regular in attendance. 
We now reach what is, perhaps, the only drawback to the passive hyper- 
emia treatment: It requires time and patience. Generally two to three 
months of regular attendance two to three times a week were necessary 
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to cure a severely infected cervix. Improvement was, however, often 
seen even after two or three treatments. It was surprising how much 
mueus could be expressed at the first treatment from what had at 
first appeared only as a mildly inflamed cervix. After two or three 
treatments, generally, very little mucus was left. The most surprising 
result we had was our first case. This patient had had discharge and 
pains in the back for ten years (sinee birth of last child) ; the physical 
findings showed marked chronic cervicitis, with erosion and mueh dis- 
charge, bilateral salpingo-oophoritis, prolapsed enlarged left ovary, and 
posterior parametritis. Eight treatments at biweekly intervals, com- 
bining passive hyperemia and 25 per cent argyrol, cured this patient 
completely after she had been otherwise treated by various physicians 
for years. When last seen, one year after cessation of all treatment, 
the woman was still well. Some other patients did almost as well, five 
or six weeks being sufficient to cure them.* A number of patients, 
who had not been pregnant in years, conceived shortly after the eer- 
vieal lesions had been cleared up.** 

In order to have controls, we at first ran parallel groups of patients, 
treating one group with suetion and 25 per cent arevrol as deseribed, 
another with suction and topical applications of argyrol, a third with 
argyrol only, a fourth with suction only, and a fifth with various other 
medicaments. In all cases the first group of patients did best. 

In twenty-five of the patients we made smears and cultures of the 
cervices at short intervals. In most cases the bacteria would decrease 
with the subsidence of the inflammation, but sometimes many bacteria 
would be present in an only slightly inflamed cervix, whereas a marked 
cervicitis showed very few. Despite the fact that special gonoeoceus 
culture media were used in all cases, in addition to the routine media, 
we were never able to grow any gonococei. 
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*One of these cases Was unusual inasmuch as too strong suction caused hemor- 
rhage into the small nabothian follicles present and so cured them. 

* *See in this connection also Moench: Some Experiences With Gas Ansufll. 
Jour. Am. Med. Assn., June 13, 1925, and same author: The Therapeutic Action ef 
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THE CONDUCT OF LABOR AFTER CESAREAN SECTION* 
By Appiey H. Guappen, Jr., M.D., FLALC.S., New Orveans, La, 


N Touro Infirmary there were but two cesarean sections done for 

eclampsia in 1924, which seems to prove that the conservative treat. 
ment of this condition will markedly decrease the number of such 
cases presenting themselves for delivery in subsequent pregnancies, 
The same rate of decrease is noted in abdominal delivery for sueh con- 
ditions as placenta previa, face and brow presentations, ete., and it is 
probable in the future that the main field for cesarean section will be 
in contracted pelvis. As such cases, of necessity, should always be 
delivered abdominally, we may eliminate them from further discussion 
at this time. 

There are but two methods by which to deliver a case on whieh 
a cesarean section has formerly been done: another abdominal section, 
or an attempted labor with delivery by natural channels. In either 
method there is danger, and some authorities consider that the latter 
offers the more risk. In fact Newell, while admitting the possibility 
of safe delivery in the natural manner, believes the risk is so great 
that he inelines to the doctrine, ‘*Once a cesarean, always a cesarean,”’ 
and accordingly advises all cases which consult him to submit to opera- 
tive delivery again. In the same connection he gives the incidence of 
ruptured cesarean section sears as 2 to 5 per cent. 

In earlier years the rupture of these scars was frequent, due to the 
ineffective methods of suturing in vogue. Since the adoption of the 
Siinger method of suturing in tiers, however, the incidence of rupture 
has greatly decreased. From 1882 to 1895 Singer collected a series of 
500 cases without a rupture, and from 1895 to 1911 but 40 eases of 
rupture were reported. In an investigaticn covering the last five years 
I could find but two instances of ruptured sear at Touro Infirmary and 
only one instance at Charity Hospital, while during the same period 
there were delivered 3,096 women at Touro Infirmary and 5,555 women 
at Charity Hospital. It is interesting to note that the Charity Hospital 
case ruptured twice. The first rupture occurred when she was seven 
months pregnant, at which time laparotomy was promptly done and the 
uterine scar excised; a prompt recovery ensued. <A vear later the sear 
again ruptured at full term. Ilysterectomy was done at this time, and 
an uneventful recovery followed. The outcome of such accidents, how- 
ever, is not always so fortunate. 

The strength of the uterine scar seems to depend primarily upon the 
method of closure of the uterine incision; if this is done correctly and 


*Read at a meeting of the New Orleans Gynecological and Obstetrical Society, 
December 10, 1925. 
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there is no subsequent infection, the scar will be able to withstand 
the strain of pregnancy and labor. Experiments have been made by 
attaching weights to a section of a uterine wall containing a sear, and 
it was found that rupture usually took place in the muscle, or else 
began in the sear and extended through the musculature at the side 
of the sear. 

The transverse fundal scar seems to have had more than its share 
of ruptures, in view of the fact that this type of operation is done 
much less frequently than the classical operation. Within the last few 
years the low cervical incision has been advocated because of its de- 
ereased chanees of rupture. <As a general thing we may say that if the 
uterus is properly sutured in tiers and the convalescence is afebrile, 
primary healing has probably taken place, but we must admit that the 
sear is an unknown factor in all eases. 

In their recent textbooks Williams, DeLee and Polak have failed 
to diseuss the handling of cases formerly delivered by cesarean section, 
and this omission, it seems to me, should be rectified in future editions, 
in view of the problems which such eases ordinarily present to the 
inexperienced practitioner. 

I have been able to collect a small series of 21 cases of subsequent 
pregnancies following cesarean sections done for other causes than 
the absolute one of contracted pelvis. Of these six were later delivered 
by repeated cesarean, with two deaths, and fifteen were allowed to 
go into labor, three of which ruptured, with a fatal termination in two 
instances. The other twelve were delivered by the vaginal route by breech 
extraction or mid or low forceps. It is only fair to state, however, 
that two of these cases were admitted after the rupture had taken 
place and had not been carefully supervised during pregnancy and 
labor. It is also worthy of note that one of the twelve patients has 
delivered five times by the natural route since her first delivery by 
cesarean section. 

Recently a patient of mine, twenty-eight years of age, who had had 
a cesarean section ten years before for eclampsia, developed pre- 
eclampsia at eight months, her condition becoming progressively worse 
in spite of intensive treatment. When her blood pressure had reached 
170/100 and her albumin 25 per cent, labor was induced with one of 
the larger Voorhees’ bags. Her pains were controlled by morphia and 
nitrous oxide anesthesia. When the bag was expelled, the membranes 
were ruptured, and when the head had reached the midplane, foreeps 
was applied, ethylene being used for complete relaxation. <A live baby 
was delivered without episiotomy. The albumin disappeared entirely 
within four days, the blood pressure dropped to normal shortly, and 
convalescence was uneventful. The baby is thriving. There was no 
difficulty in this particular case, but it should be emphasized that each 
of these patients should be considered as an individual problem, and 
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each should be watched carefully throughout the entire pregnaney by 
someone with sufficient training and experience to deteet the first 
untoward sign. 

It seems almost unnecessary to state that any case of former cesarean 
section should be delivered in hospital, and that no pituitrin should be 
given before delivery. If the former cesarean was done for ¢on- 
tracted pelvis, another abdominal section is indicated. If the first 
operation, however, was done for other than the absolute cause, | 
believe the risk is less if the patient is delivered vaginally than if 
the cesarean is repeated, particularly in view of the fact that the 
average mortality rate for this procedure is at least 10 per cent. 

There are certain points to be borne in mind if vaginal delivery is 
determined upon. The former convalescence should have been afebrile, 
and the pelvic measurements should be ample, with the baby not over- 
sized. The induction of labor with Voorhees’ bags two weeks before 
the expected date of confinement is a wise procedure in many eases, 
The patient should never be delivered outside of a hospital, the severity 
of the pains should be controlled by morphia and a general anesthetic 
as indicated, and midforceps should be applied and episiotomy done 
to relieve the strain of the second stage as soon as possible. It should 
be emphasized also that these precautions are necessary in every sub- 
sequent labor. One successful test of labor by the natural channel does 
not guarantee the scar against rupture in all following pregnancies. 

Considering the fact that the incidence of ruptured cesarean sears 
is reported as being from 2 to 4 per cent, while the mortality following 
cesarean section averages 10 per cent or more, I believe it is both safer 
and more logical to attempt to deliver through the natural birth canal 
those seleeted cases in which the requirements we have laid down above 
can be met. 


751 MAISON BLANCHE BUILDING. (For discussion see page 698.) 


THE MECHANICS OF BIRTH INJURIES, THEIR CAUSE AND 
PREVENTION* 


By J. W. Newman, M.D., F.A.C.S., Watrer E. Levy, M.D., 
New Orveans. La. 


(From the Department of Obstetrics of Touro Tufirmary) 


HE question of fetal birth injuries is one which concerns obstet- 

ricians, pediatricians, psychologists, psychiatrists, in facet, any and 
every one concerned with the physical and mental development of 
children. This is true whether the injury be immediately fatal or 
fatal during the first few days of life, or whether, if not fatal, it be 
productive of some permanent effect upon the mentality and physique. 
That the expectant mother is entitled to such care and consideration 
as only a physician skilled in obstetrics can give her, and that she is 
possessed of the unquestioned right that her anxiously awaited off- 
spring be brought into the world physically and mentally healthy is 
beyond dispute. The pediatrician likewise has a right to demand of 
the obstetrician as healthy a product as proper prenatal care and 
skilful delivery can produce, so that the results expected of him may 
also be attained. 

These ideals, at least in their fullness, seem at first glance unattain- 
able. Perhaps they never can be entirely attained, but certainly they 
can be approached and more nearly accomplished by the better and 
more thorough training of attendants at childbirth, by educating 
women to demand the services of a specialist for their ordeal, and by 
impressing upon the general practitioner that obstetrics is a major 
branch of medicine, to be practiced by a specialist whenever and 
wherever possible, and never to be practiced in a casual manner by 
the inadequately trained man. According to such an eminent author- 
ity as Eardly Holland, more fetuses are killed by the complications of 
labor than die during pregnaney from placental or maternal disease ; 
or, to be more precise, of the fetuses which died preventable deaths, 
exactly 32 per cent might have been saved by proper obstetries. 

It is the purpose of this brief communication to bring to your atten- 
tion the mechanical causes of the more frequent types of birth injuries 
met by the obstetrician and his associate, the pediatrician, in treating 
the newborn. 

Without any doubt the most prevalent and most dangerous of all 
such injuries is the intracranial type. In 14 recent autopsies per- 
formed by the Pathological Department of Touro Infirmary on in- 
fants suffering traumatie deaths, there were three intracranial hem- 
of the New Orleans Gynecological and Obstetrical Society, 
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orrhages, and one instanee of combined intracranial and abdominal 
hemorrhage. Five babies in this series were delivered by breech ex- 
traction. It is surprising how many times such conditions are not 
correctly diagnosed and the death is set down to asphyxia or some 
other vague cause. The reasons for intracranial hemorrhage are mani- 
fold. Chief among them may be mentioned the injudicious or im- 
proper use of forceps; the use of pituitrin; version and breech ex- 
traction; prolonged labors; and violent efforts at resuscitation. 
Ehrenfest, in his very excellent monograph on this subject, gives, as 
additional reasons, the supporting of the perineum and the attempt to 
stretch it over the advancing head. It is obvious that ail of these 
causes affect the cranium and its contents in a direet mechanical way. 

Let us stop for the moment and consider briefly the anatomy of the 
endocranium. The septa between the various portions of the brain, 
the falx cerebri, the falx cerebelli, and the halves of the tentorium 
eerebelli, originate from the inner periosteal layer of the cranial 
bones. As Holland has ably shown, there are, at certain points in 
these membranes, aggregations of fibers forming bands, developed to 
enable them to withstand the stress due to molding during labor and 
admirably situated according to mechanical principles. 

When molding or excessive compression with the foreeps occurs, a 
vertical elevation of the cranium is produced, with a resulting tear 
of the falx cerebri, the tentorium ecerebelli, or both. In the after- 
coming head in breech eases, this compression and elevation also 
occur, with resulting tears of the various septa. In other words, 
pressure applied at the opposite ends of the diameter lying between 
the oeciput and the forehead results in a decrease in the antero- 
posterior measurement, and probably in an elevation of the eranium. 
Likewise, pressure applied between the base of the skull and the 
vault results in an inerease of the anteroposterior diameter. 

As a result of the stretching and tearing of the various septa, the 
thin-walled blood vessels, greatly engorged, are more than likely to 
be injured. Various types of hemorrhage may oceur, as supraten- 
torial or infratentorial, but all intracranial injuries, it should be 
pointed out, are not necessarily accompanied by hemorrhage. The 
latter types of injuries are classified by Ehrenfest as contusions 
cerebri, ischemie areas, and slight tentorial lacerations. 

In addition, fractures of the various cranial bones may oceur. 
These ean be produced as a result of the faulty application of for- 
ceps and the use of excessive force, or by too much traetion on the 
aftercoming head. We mention these particularly as examples of 
What ean be produced mechanically by improper obstetric manipu- 
lations. 

Such a paper as this, in our opinion, would be of little value if it 
presented merely destructive criticism and offered no suggestions for 
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bettering conditions. Decrease in birth injuries of the sort we have 
just described will, it seems to us, come to pass only if the following 
points are borne in mind: 


? 


1. The term ‘‘injudicious use of forceps’’ is really a misnomer ; 
‘“‘injudicial’? would describe better the almost criminal abuse prac- 
ticed with this instrument. High forceps, the cause of so many still- 
births and so many traumatie lesions leading eventually to lowered 
mentality, should not be done in any institution, least of all in one 
where obstetrics is practiced as a specialty. Even the application of 
midforeeps is limited to a small number of eases, and all the possible 
sequelae of faulty application, pressure injuries, ete., should be 
weighed carefully before resorting to this procedure. 

2. Pituitrin is a bone of contention among obstetricians today, and 
it will always remain so until we realize that its use, before or, indeed, 
after delivery, should be as dependent upon the skill and experience 
of the attendant as is the use of the scalpel in the hands of the 
surgeon. 

3. Version is a much more delicate obstetric procedure than cesarean 
section, is much more difficult of performance, is not so spectacular, 
and requires considerably more skill, thought, and mental and phys- 
ical composure. Moreover, in no obstetric procedure is the accouch- 
eur more dependent upon a well-trained associate, especially when it 
comes to the delivery of the head. Here, too, in our opinion, the 
application of forceps is not permissible, for the reason that the 
child’s head has already been subjected to almost sufficient pressure 
to bring about disastrous results. In a very large series of cases 
delivered by version, the operators have never applied forceps to the 
aftereoming head. Occasionally this expedient may be resorted to in 
breech extraction, but these eases are negligible numerically. The 
possibilities of doing harm by extraction are so much greater than 
the little advantage to be gained by the method that we must look 
upon it almost as heroie treatment, only to be undertaken as a last 
resort. 

4. When neither mother nor child give evidence of the evil effects 
of the so-called prolonged labor, we fail to see any reason to inter- 
fere merely on the ground that a certain period of time has elapsed 
since the first pains. This point, it seems to us, is not sufficiently 
emphasized in the textbooks, and it is undoubtedly responsible for 
a large number of stillbirths. Moreover, it is a condition which could 
easily be corrected if the obstetrician would consider each case upon 
its own merits and not attempt to be guided by a compilation of rules 
which tries to cover them all. <A hard, slowly dilating cervix, even 
when the membranes have ruptured and the uterine contractions are 
severe, does not produce sufficient trauma to cause fetal death. It is 
what follows after the head, subjected to previous trauma, has passed 
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through the cervix that does the real harm, either because of the 
application of forceps too soon or because the vis-a-fronte of the rigid 
perineum is permitted to inflict further injury before the temporarily 
damaged fetal brain has had time to recuperate in its passage through 
the vagina. 

5. Mouth-to-mouth insufflation before removal of all mueus from 
the trachea, instead of achieving good results, nearly always forces 
the mucus further down towards the bronchi and thereby mechan- 
ically obstructs respiration. Again, the foreing of mucus into the 
throat through the introduction of sponges into the mouth has the 
same effect, and this error should be guarded against in every method 
of artificial respiration. 

Injuries to the clavicle and to the bones of the arm and the leg are 
fairly frequent. Fractures of the clavicle are most often caused by 
traction over the shoulders in delivering the aftercoming head in 
breech extractions. Clavieular injuries may also be produced when 
the attempt is made to bring down and deliver an extended arm. 
These are usually indirect, and are the result of the bone being caught 
between the course of the power and a fixed point, the bony pelvis, 
according to DeLee. Muus reported a series of 22 fractures of the 
clavicle in a series of 1700 vertex deliveries. 

Fractures of the humerus are injuries of the direct type, and are 
the result of making traction on the arm itself, particularly in a case 
of aftercoming head where the arms are extended. This type of frae- 
ture can therefore be obviated by the employment of a proper obstet- 
rie technie and by a sufficiently deliberate delivery. In our opinion 
the chief responsibility for this accident can be traced to the fact so 
constantly impressed upon the medical student that not more than 
eight minutes should elapse between the delivery of the umbilicus 
and the head. The usual result is that the accoucheur becomes 
nervous long before this period of time has elapsed and fails to pro- 
cure the most favorable position for the delivery of the arms. The 
following technie will reduce the number of such accidents to a mini- 
mum: The child’s feet are grasped and pulled as far towards the 
mother’s abdomen as possible; thereby the arms are brought nearly 
to the vaginal orifice. Two fingers of the acecoucheur’s hand, eor- 
responding to the arm to be delivered, are then introduced into the 
vagina, and with a sweeping movement over the child’s face in an 
inward and downward direction the arm is brought into view. No 
attempt should be made to deliver an arm anteriorly, as the symphysis 
forms a natural barrier to such an attempt. After the posterior arm 
has been delivered, the child is turned through an are of 180 degrees 
and the same procedure is followed as for the first arm. 

Injuries to the bones of the lower extremity are nearly always con- 
fined to the femur, and are invariably due to haste and poor teehnie. 


NEWMAN AND LEVY: THE MECHANICS OF BIRTH INJURIES 649 


Only recently the authors witnessed a case of breech extraction in 
which both femurs were fractured because the physician in charge 
made forcible traction by improper methods. Similar injuries might, 
of course, be caused to the tibia or fibula, or both. 

Dislocations of the ankle, the knee and the hip are possible, espe- 
cially in version or breech extraction. These injuries are of the 
direct type and are the result of traction on the bones below the 
particular joint. This should be guarded against particularly in 
breech extraction, and the child grasped over the joint, rather than 
above or below it. 

Nerve injuries are fairly frequent, and the amount of trauma will 
determine whether the end-result is a paresis or a paralysis. Aside 
from those resulting from central lesions, the most common injuries 
of direct origin are to the facial nerve and the brachial plexus. The 
former is most.often caused by pressure of a foreeps blade, and more 
rarely by the bones of a contracted pelvis. In reviewing our records 
at Touro Infirmary we have found that a temporary paresis, seldom 
lasting more than four or five days, occurs in about 414 per cent of 
all forceps deliveries. The best treatment is obviously prevention by 
the proper and careful manipulation of the blades of the instrument. 
Perhaps the most distressing of the nerve injuries is that to the 
brachial plexus, which results in either a complete or a partial tear- 
ing of the nerves involved. It may be produced by the misapplication 
of forceps, by too forcible traction on the elaviele in the Mauriceau- 
Smellie-Veit maneuver, or, in vertex presentations, by hooking the 
finger into the axilla. 

CONCLUSIONS 


1. A large percentage, estimated to be as high as 75 per cent, of 
birth injuries may be avoided. 

2. Practically every type of birth traumatism has been observed in 
eases of spontaneous labor. 

3. The medical student should be made familiar with the natural 
mechanism of labor through eareful and thorough teaching, and 
should be taught that interference is a last resort and not a first 
procedure. 

4. The published statistics which tend to show the lowering of the 
fetal mortality rate are misleading, inasmuch as this reduction is 
due to better prenatal care, which eliminates deaths from toxemia 
and other preventable causes. Birth injuries are still responsible for 
an appalling number of fetal deaths, and reduction along this line 
can come only from proper obstetric teaching and practice. 


Touro INFIRMARY. (For discussion see page 696.) 


OBSTETRIC SHOCK 


By Emerson L. Stone, M.D., New Haven, Conn. 
(From the Department of Obstetrics and Gynecology, Yale School of Medicine) 


HE medical literature of the past few years has contained seat- 

tered references to a condition designated as obstetrie shock. 
occurring under widely varying circumstanees incidental to delivery, 
The clinical pictures described differ but little from those of pure 
surgical shock as it is universally known, but the material reported 
to date would indicate that additional factors may play a part in the 
production of shock complicating delivery. 

The present paper aims to review briefly the few known faets re 
gvarding the etiology and treatment of shock in general; then, to set 
forth what has been observed up to the present time in relation to 
obstetric shock, and finally, to present some evidence from clinical 
observations with the double purpose of first emphasizing a tremen- 
dous problem of clinical obstetrics not fully appreciated by the pro- 
fession ; and second, to furnish some additional data whereby workers 
in the fundamental sciences may possibly gain renewed interest and 
stimulation, since the clinical problem unquestionably looks to the 
laboratory for its ultimate solution. 

A standard work upon surgical diagnosis and treatment, written 
since the World War, in which the concept of this condition under- 
went radical changes, defines shock as follows: ‘‘A general bodily 
state following various surgical operations and wounds, characterized 
by a persistent low arterial blood pressure, rapid, thready pulse, pal- 
lor, sweating, and shallow, rapid respiration.’’ (Nuzum.) Other 
observers emphasize the central vasomotor depression, subnormal tem- 
perature, cyanosis, sunken eyes and pinched facial expression, dimin- 
ished pupillary mobility or myosis, scanty urine, and acidosis. 

Primary (immediate) and secondary (delayed) shock are clearly 
recognized, and the constant finding of hypotension, insufficient cir- 
culation, and the resultant cellular malnutrition, recalls the analogous 
picture seen in profound hemorrhage, except that in the former cases 
the blood is not ordinarily lost externally. 

However, not only are the symptoms and the routine treatment of 
hemorrhage and shock notably similar, but the former condition is 
often the precursor of the latter. That there may be an even more 
intimate relationship is suggested by Mayo’s belief that perfect hemo- 
stasis is a positive prophylaxis against surgical shock; and by the 
work of Tweedy, who claims that the same poison derived from in- 
jured muscle can be generated by fresh effused and, particularly, by 
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unelotted blood, as in ruptured tubal pregnancy, concealed accidental 
hemorrhage, and hematoma formation. This conception further as- 
sumes that shock is chiefly characterized by a general elongation of 
all muscle fibers, including those of the blood vessels.* 

The etiology of shock is not clear cut or attributable in our present 
state of knowledge to any one factor or complex. <A variety of causes 
may underlie the condition, and a review of the most commonly ae- 
cepted theories follows: 

1, The nerve exhaustion theory, elaborated hy Crile, assumes an impairment of 
the vasomotor mechanism, with exhaustion of the eells of the brain, liver, and 
suprarenal glands, resulting from the injurious effects of unfavorable afferent 
impulses. 

2. The acapnia theory of Henderson holds that shock results from a reduced 
CO, content of the blood, while 

3. The fat embolism theory, defended by Porter and by Bissell, aims to explain 
the condition by a closure of the capillaries with fat globules. 

4. A primary cardiae failure has been repeatedly suggested; but more recently, 

5. Cannon has announced the ‘‘exemia’’ theory, explaining the low blood pres- 
sure as due to a stagnation of blood in the capillary beds, associated with hemor- 
rhage, absorption of toxie products from injured muscles, or both. A secondary 
acidosis due to diminished oxygen-earrying power of the blood is characteristic. 

6. A still later coneept of the mechanism of shock is announced by Bueno- 
Pimenta, who describes a compressive and decompressive interdependence between 
the blood pressures in the abdomen and skull. The elastic abdominal walls permit 
fluctuation without serious consequences, but the unyielding skull allows grave ac- 
cidents when the pressure fluctuates at this point. Splanchnie paralysis is accom- 
panied by congestion of the abdominal vessels with a corresponding decompression 
and anemia in the skull. 


Experimental evidence supporting these theories has been presented, 
while investigative work from other authentie sources has east doubt 
upon the conelusiveness of any or all of the theories expounded to 
date. 

From the elinieal rather than the experimental viewpoint, those 
factors which have been clearly determined to conduce toward eol- 
lapse are severe injuries, penetrating wounds of the skull, perforating 
wounds of hollow abdominal viscera, open wounds of the chest, com- 
pound fractures of the extremities, multiple wounds, or extensive 
injury to musele and subeutaneous fat. Beyond the exciting causes 
enumerated, observations upon wounded soldiers make it clear that 
cold, exposure, overwork, and insufficient or poor quality of food are 
potent predisposing factors. 

From the aspect of the operation itself, an estimate of the general 
condition of the patient as an operative risk, the choice and execution 
of the anesthetie, attention to the factor of trauma upon the bowel, 


omentum, mesentery, and other hypersensitive organs, and postural 


*Personal experience with three cases of autotransfusion, however, in which 
freshly effused blood has been removed from the peritoneal cavity, citrated and 
reinjected intravenously, has not confirmed this assumption. The blood rather has 
icted with remarkable specificity and resulted in clinical improvement. 
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considerations for the problem at hand, the latter feature being of 
continued import in the immediate postoperative period,—all com. 
bine to determine shock potentialities. All things being equal, the 
degree of shock is likely to be notably proportionate to the hemor. 
rhage encountered, but this is by no means constant. 

The diagnosis of shock amounts practically to a reiteration of the 
symptoms, but for practical clinical purposes the report of Fraser 
and Cowell adds valuable information. After a classification of char. 
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Chart 1. 


acteristic systolic blood pressures in various degrees of shock, they 
assume SOQ min. of mereury to be the ‘‘eritical level’? of systolie pres- 
sure, below which the nerve cells and vasomotor mechanism become 
easily affected. Miller’s figures assert that shock is in foree when 
the systolic pressure reaches 80, the pulse pressure 20, and 
the pulse 120 per minute. It is probably shortsighted to apply sweep- 
ing generalizations to any surgical situation where every case is an 
individual problem, but a fundamental note is struck in these observa- 
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tions, namely, that the downward tendeney of the systolic blood pres- 
sure is the first premonitory warning of impending shoek, sometimes 
appearing as long as one to two hours in advance of the complete 
and tragic pieture (DuPont). The routine observation of the pa- 
tient’s blood pressure at frequent intervals throughout the course of 
all operations has proved, in our experience, an invaluable aid in 
reducing surgical mortality and morbidity. 

Such considerations gravitate naturally into the question of treat- 
ment, and the principle just enunciated is a cardinal feature of shock 
prophylaxis. Accessory factors, perhaps individually trifling but 
collectively important, are the careful manipulation of tissues, sharp 
dissection, accurate hemostasis, nerve-blocking in selected cases, pos- 
tural considerations suitable to the case at hand, and prevention of 
exposure. Choice of anesthesia is extremely important, and most ob- 
servers agree upon nitrous oxide or ethylene and oxygen in prefer- 
ence to chloroform or ether. Iraeta claims that the two latter drugs 
are conducive to acute adrenal insufficiency in patients so predisposed. 

Routine curative treatment is variable in its detail, but certain 
principles must underlie any rational course of therapy. The restora- 
tion of body heat by external applications and by the administration 
of warm fluids is of primary importance. Morphia is usually helpful 
and immediate transfusion is imperative, either by one massive Injec- 
tion or by repeated small amounts. In leu of an easily available 
donor, a preparation of 6 per cent gum acacia in physiologic salt 
solution has been recommended. Variable results are reported, the 
theoretic advantages of the method being that it restores the blood 
pressure by increasing the total blood volume, and that it does not 
leave the blood vessels rapidly; but, because of the deficieney of 
cellular elements in the solution given, the oxygen-earrying power of 
the blood is not increased. Hypodermoclysis or proctoclysis are gen- 
erally considered as inferior substitutes, but Lee claims them to be 
more effectual in the restoration of blood volume than intravenous 
physiologic saline. 

Modern authorities deprecate the use of strychnine, camphorated 
oil, and adrenalin, not only because of their nonspecific character and 
their empiric failure to effect a result, but because of their transitory 
action under the most favorable circumstances. Caffeine, especially 
by intravenous injection, has received more favorable support. Mor- 
phia, however, not only conserves the patient’s muscular resources, 
but diminishes the response of the cerebral centers to afferent stimuli. 

Bandaging as a curative measure receives variable support from 
different authorities; Miller claims a rational basis for tight bandag- 
ing of the abdomen, but questions the value of its application to the 
extremities. 
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In appropriate cases, debridement, amputation, or the judicious 
use of the tourniquet, all contribute toward minimizing the oceurrence 
of shock. Direct cardiac massage in the course of operation is a 
desperate remedy, but is especially advocated by those who assert 
that death results from cardiae failure, secondary to impaired nutri- 
tion of the myocardium. 


The postoperative period calls for little else than continued vigi- 
lance, continued resort to the measures outlined, and symptomatic 
treatment as indicated; but Kosmak suggests the administration of 
alkalies, with or without glucose, by proctoclysis, or directly into the 
vein as a prophylactic against acidosis. 

From this maze of variable symptomatology and relatively empirie 
treatment, any sincere attempt to classify the forms of shock upon a 
rational basis deserves consideration. The work of Du Pont makes a 
strong appeal toward this end because it aims to build on a basis of 
pathology, and it takes cognizance of factors which are cropping out 
of the cases of obstetric shock studied to date. 

The clinical picture of shock is here conceived as one combining the 
features of profound intoxication or infection, plus those of hemor- 
rhage, although such etiologic factors are not always clearly demon- 
strable. The more easily recognized precursors fall into three natural 
groups: 


(a) Cases of ostensibly nervous origin appear to be caused by the reflex paralysis 
of medullary centers secondary to violent excitement of peripheral nerves, producing 
cerebral anemia and impaired nutrition; but this concept does not accord with 
those instances of delayed shock. 

(b) Hemorrhage as a cause of shock is self-evident, but the observation is re- 
peated that the degree of hemorrhage is not always parallel with the profoundness 
of the reaetion. 

(¢c) The remaining eases fall into a toxic group, where cellular life is suspended 
or inhibited, and the ‘‘inutiles’’ substances cannot transverse the cell wall into 
the circulation—resulting then, in autointoxication. In traumatic cases, the injury 
releases toxic substances into the blood, affecting many organs, including the 
central nervous system. Shock has been observed following the release of a tourni- 
quet from a wounded extremity, allowing the toxic substances in a constricted area 
to be suddenly thrown into the cireulation; while the same phenomenon may be 
observed without an external wound, or with a tourniquet applied to an uninjured 
member. Parallel determinations of nitrogenous content upon the traumatized 
muscle and the cireulating blood imply an intense and rapid nitrogenous disin- 
tegration of the injured tissue. 

In the opinion of Du Pont, infection may produce a similar picture, and toxic 
shock may be complicated by infection, but pure toxie shock exists. ‘‘L’hemor- 
rhage, les produits toxiques, plus tard l’infection, en s’ajoutant les uns aux autres 
viennent compliquer les choses et ecauser le shock. II est naturellement trés dif- 
ficile dans les eas complexes de rapporter & chaque cause ce qui lui revient, mais 
chacune peut Agir seule et suffire 4 créer le shock.’’ 


Obstetric shock is not particularly common, and Katz’ report of 
95 eases of sudden death in pregnancy and labor comprise 22 of fatal 
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internal disease, 30 of eclampsia, 24 of hemorrhage or embolism, and 
19 of puerperal thrombosis—while shock, per se, is not mentioned. 

It has been casually known for some time, however, and the sub- 
ject received considerable impetus in a work published by Bailey in 
1911, in which profound shock was described during the course of 
labors complicated by sudden falls of blood pressure, whether pro- 
duced by rapid delivery, by the use of veratrum viride, or by both. 
Experimental observations brought out the surprising fact that rapid 
emptying of the uterus might be accompanied by a sudden fall of as 
much as 100 in the systolie reading, and the suggestion was made 
that elevated blood pressure might represent a protective mechanism 
which should not be regarded lightly. 

Muret has described profound collapse following delivery, and 
claims that it ean oceur with or without extensive hemorrhage, while 
Gross speaks of its oceurrence in the absence of either hemorrhage 
or previous constitutional disease, its etiology being wholly unex- 
plained. 

Miller states that it is occasionally seen in eases of protracted 
labor in weakened patients, in parturition complicated by accidents 
or following unduly forcible efforts to expel the placenta, as well as 
in rapid delivery and hemorrhage, but in none of these instances is 
the basie mechanism clear. The eases of Boursier and Riviére are 
referred solely to an underlying eardiae insufficiency. Favreau and 
Le Peuple report the occurrence of shock in four separate attacks, 
with no other tangible cause than the rapid emptying of an over- 
distended uterus; and Gaucherand reports the condition as a sequel 
to an uncomplieated curettage on the ninth day postpartum. 

Gautret describes obstetric shock following the delivery of an un- 
weleome child, but with no demonstrable organie or physiologic basis 
other than a purely emotional one. 

In the wake of these scattered reports, the more recent observations 
on obstetric shock are coming to emphasize a distinet clinical rela- 
tionship between the collapse and certain associated or underlying 
toxie states incident to the pregnancy. 

The work of Sehwartz, published in 1923, as a result of his observa- 
tion of specifie eases of severe blood pressure reductions incident to 
labor, brings this concept to a head. Selected cases were studied 
chiefly with a view to noting any relationship between toxemia and 
shock, and among 80 normal eases no significant blood pressure altera- 
tion following delivery was observed, even in cases with a slight 
hypertension. Notable or extreme falls in systolic tension occurred, 
however, in eases of chronie nephritis and less regularly in other types 
of toxemia. The drops in pressure might amount to 100 or more, 
would make their appearance from two minutes to two hours after 
delivery, and unless promptly restored, would result in death. Fur- 
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ther, these blood pressure drops were prone to occur either in eases of 


rapid delivery or normal spontaneous delivery. That sudden release 
of intraabdominal tension, per se, is not a sole causative factor, js 
practically proved by his observation that cases of hydramnios and 
distention incident to twin pregnancy do not induce hypotension upon 
delivery, while our own experience with similar cases, and with the 
removal of large ovarian eysts, bears out this contention. 

The cases of shoek noted could not reasonably be attributed to the 
effect of drugs administered. The only explanation offered was that 
of the exhaustive effects of an unknown toxin upon the vasomotor 
mechanism, which failed to control the ensuing splanchnie dilatation, 
and led to an insufficient filling of the heart in diastole. 

Close upon this report, appears the very significant work of 
Schickele. This contribution deserves due eonsideration beeause of 
the findings in four cases of obstetric shock which came to autopsy. 
In these instances, the liver showed grossly and microscopically mul- 
tiple hemorrhages and necroses, resembling in every way those of 
eclampsia, with the exception that the lesions showed every evidence 
of being very recent. 

This author assumes that such notably fresh lesions, in the absence 
of any clinical signs of liver dysfunction, tend to release this organ as 
a primary cause of death. It is quite likely, however, that sueh liver 
lesions are preexistent, but aggravated by fresh traumata, anesthetic, 
local, or constitutional. He further assumes that certain toxemias of 
pregnaney may be latent for a long period, and that eclampsia—as 
we know it—may not be fundamentally of sudden onset. The liver 
lesions, Sehickele believes, precede convulsions, but are not neces- 
sarily followed by convulsive attacks (‘‘latent eclampsia’’). He fur- 
ther observes that if the contracting uterus throws poisons of museu- 
lar degeneration into the cireulation, or if the placental site is to be 
looked upon in any sense as a wound, shock should be more commonly 
seen in obstetries. As a corollary to this, uterine rupture and exten- 
sive pelvic tissue injury, per se, do not necessarily lead to shock. 

Schickele therefore concludes that so-called obstetric shock is a det- 
inite entity, dependent upon anatomie changes, but that, in the usual 
sense, it bears only the most superficial analogy to surgieal shock. 

Riviére has collected forty-nine cases in which autopsy has invari- 
ably revealed underlying liver or cardiovascular pathology, and he 
agrees, essentially, with the statements of Sehickele, emphasizing, 
however, that labor is the active agent in exciting the predisposed 
tissues. 

One of Audebert’s two cases complicated a frank attack of eclamp- 
sia, while two instanees reported by Paucot involved the sudden 
decompression of an overdistended uterus in the presence of myoear- 
dial weakness and a so-called infectious toxemia. 
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Three cases of obstetric shock have occurred in this clinie within 
six months, and certain features of these cases so well accord with 
growing beliefs regarding the nature of the syndrome, that they are 
herewith reported. 


CAsE 1.—A white woman of forty-three years, para v, was first seen at the 
seventh month of pregnaney. A blood pressure of 245/145 was found, and the 
patient was admitted for observation and treatment, although there were no sub- 
jective symptoms. 

Previous pregnancies, labors, and puerperia had been uneventful. Three weeks 
before admission, her former attendant reported a slight trace of albumin in the 
urine, but did not record the blood pressure. 

The positive physical findings on admission were: (1) slight puftiness of the 
eyelids and moderate edema of the lower extremities; (2) a forcible apex beat 
with gallop rhythm, but without cardiac hypertrophy; (3) retinae covered with 
exudate, fluffy white patches, and a few small linear hemorrhages; (4) the uterus 
extending to a point 6 em. above the umbilicus, and a living fetus of eight months’ 
development in R. O. A. 

After forty-eight hours, there was practically no fall in blood pressure, and the 
retinitis continued in an aggrevated form. Albuminuria persisted and intramuscular 
phenolsulphonephthalein showed 70 per cent (50-20) exeretion in two hours. Con- 
sultation upon the desirability of continued conservative therapy, with venesection, 
induction of normal labor, or termination of the pregnaney by cesarean section, 
favored the last named procedure, and abdominal section was performed. The 
delivery was accomplished uneventfully, and in spite of the hypertension, the total 
blood loss did not exceed 150 to 200 ©. Gas-oxygen anesthesia was employed 
throughout. 

At the beginning of the operation, the patient’s blood pressure was 240 systolic, 
dropping to 220 after incision of the uterus. As the uterus was being sutured, 
the systolic reading was 200, which further dropped to 180 upon closure of the 
peritoneum. This was followed by a progressive fall to 120, where it remained 
for a brief interval, but as the skin edges were being approximated, it was noted 
that the blood pressure could not be registered, and that the radial pulse was 
not palpable, although the heart sounds were audible at the apex. 

The patient was placed in the Trendelenburg position and warm blankets applied. 
Intramuscular injections of adrenalin and caffeine were followed by 1200 ec. of 
physiologic salt solution by hypodermoclysis, and in about fifteen minutes the blood 
pressure had risen to 100 mm, systolic. The patient was fully conscious thirty 
minutes later, and the general condition was much improved, although the skin re- 
mained clammy for several hours. The rapid emptying of the uterus was the only 
feature of the operation which could possibly be interpreted as subjecting the 
organism to any undue strain. The postoperative course was uneventful, but the 
hlood pressure fell from its normal figure of 210/130 very slowly, and the re- 
tinitis required about four weeks to clear to any appreciable extent. 

At the time of discharge, the urine showed a very slight trace of albumin, with 
occasional hyaline easts, and the nonprotein nitrogen of the blood was 30° milli- 
grams. The eve-grounds showed considerable exudate, but no fresh hemorrhages, 
while the systolic blood pressure ranged around 175 mm. The premature child was 
in excellent condition at birth, reeeived maternal feeding throughout, and was dis- 
charged at birth weight. 

CASE 2.—A white woman of thirty years, para ii, was admitted with the diag- 
nosis of nephritie toxemia of pregnancy. The past history revealed ‘‘kidney 


trouble’* dating from the one previous pregnaney in 1921. The fetus was of 
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four and a half months’ development, and the blood pressure had risen steadily 


evel 
since the second month from 130/80 to 195/110 along with a progressive albumin- piet 
uria. The subjective symptoms consisted of occasional headaches and black spots tior 
before the eyes. ois 

The eye-grounds showed blurring of both disc margins, sclerosis of the retina] , 
vessels, and one small hemorrhage, but without exudate or changes in the maculae. 

Nonprotein nitrogen of the blood was 51 milligrams, and the phenolsulphoneph- 
thalein output for two hours was 40 per cent. 

The diagnosis of nephritic toxemia of pregnancy was confirmed, and because - 
of the steadily inereasing hypertension, albuminuria, and eye-ground changes, in sh 
the presence of a positive past history, it was decided to terminate the pregnaney 
by abdominal hysterectomy, and to effect sterilization by resection and burial of the or 
tubes. The operation was uncomplicated, and the blood loss relatively slight. ; 

At the beginning of the procedure, the blood pressure was 198/130, while the * 
reading as the fetus was extracted from the uterine cavity was 188/120. The 
fall was subsequently more rapid, and as the abdominal wall was closed, the pres- 0) 
sure read 120/90. Remaining for some time at this point, it again dropped to s] 


110/90, while the pulse beeame rapid, irregular, and of poor volume. 

Meanwhile, caffeine had been administered, and 700 e.c. of normal saline by 
hypodermoclysis had been absorbed by the conclusion of the operation. The pres- F 
sure rose to 120/100, but fell within thirty minutes to a point where the pulse 
pressure was only 7. In spite of the added intravenous administration of 250 


c.c. of whole citrated blood from a universal donor, respirations ceased at the 

conclusion of the transfusion. 
Again, the sudden appearance of shock was neither attributable to hemorrhage, 

nor to any undue manipulation of the viscera. Autopsy was not permitted. 


CASE 3.—A thirty-four year old primipara furnished another striking illustra- 
tion of the same syndrome. The patient was referred to the clinic at the seventh 
month of pregnancy, with an admission diagnosis of preeclamptic toxemia. She 
had been married for ten years and had been previously treated for sterility, but 
the past history was otherwise negative. 

Three months before admission, the blood pressure measured 150/80, and the 
urine showed a very faint trace of albumin. Under dietary regulation and _ re- 
stricted activity, the condition remained about the same. At the seventh month, 
however, the pressure gradually rose to 170/110, and was associated with head- 
ache, slight edema, and blurring of vision, whereupon she was sent to the hospital 
With rest, fluid diet, and conservative treatment, the pressure remained about the 
same for one week, when it gradually rose to 210/100, and a convulsion followed. 
Induction of labor was immediately decided upon, and within two hours a bougie 
was inserted into the uterine cavity. Venesection of 450 e.c. of blood was _per- 
formed and morphine administered, after which the patient passed a comfortable 
night. 

On the following morning, the blood pressure was still high, but the urinary 
output was adequate. The bougie was removed and replaced by a No. 8 Voorhees 
bag, after which one more convulsion occurred. Upon spontaneous expulsion of 
the bag at 5 P.M., a complete secondary uterine inertia supervened, and after three 
hours of expectant treatment, the patient was subjected to light gas-oxygen anes- 
thesia and an easy podaliec version and extraction accomplished, only a few drops 
of ether being required for relaxation of the uterus. The premature child was 
alive upon delivery, but died within an hour. 

An adherent placenta was treated by injection of the cord vessels with sterile 
saline, but ineffectually; and a manual removal was resorted to—the only deleterious 
effect of the latter being a slight prolongation of the period of anesthesia. How 
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ever, during this procedure the blood pressure fell suddenly, and the typical shock 
pieture supervened. In spite of stimulation, the pulse rose higher and the respira- 


tions dropped in rate until death oceurred, all within ten minutes of the onset of 


symptoms. 


SUMMARY 


1. The premise has been made that obstetric shock may depend in 
part upon factors not ordinarily present or recognized in surgical 
shock. 

9 The theories of shock production have been briefly reviewed, in 
order to aid in assigning to obstetric shock its proper place in the 
scheme, as it is at present understood. 

8 Routine observations of blood pressure throughout the course of 
operation are recommended as the best prophylactic measure against 
shoek. 

4. Standard methods of treatment, with a brief criticism of their 
respective values, have been reviewed. 

5. A elinical syndrome has been emphasized, which carries greater 
potential hazards than have been fully appreciated, wherein a clin- 
ieal relationship between toxie states in pregnancy and coincident 
liability to shoek is pointed out. 

6. Evidence is quoted to the effect (Schickele) that these cases may 
have a definite anatomie and pathologie basis in selected organs, sim- 
ilar to the lesions of eclampsia; while the cases described, of clear-cut 
nephritis, suggest that their pathology may simulate eclamptie lesions 
more closely than has been ordinarily supposed. 
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LIGATION OF THE INFERIOR VENA CAVA* 
By O. G. Prarr, M.D., INDIANAPOLIS, INb. 


A“ A basis for this discussion | desire to report a very unusual if 
not unique case which came under my care about two years ago. 


Mrs. B., forty-eight years of age had borne a large abdominal eyst for some 
years without great discomfort. Ten days before being brought into the hospital, 
while carrying stove wood, she collided with a post, receiving a sharp blow directly 
over the tumor; she fell in pain and shock, and was carried into the house; the 
tumor suddenly became larger and the abdominal wall very tense ani sensitive. 
During the ensuing nine days that she remained at home, her suffering was con- 
stunt and necessitated the hypodermic use of morphine at intervals. 

When I first saw her the distention and tenderness were very marked; her pulse 
was 120, of fair volume, and her temperature was 101. It was evident that a severe 
hemorrhage into the cyst-cavity had caused the picture which confronted us. On 
the following morning [I opened the abdomen by a median incision and came upon 
a large fluctuating mass which was completely covered by intestinal coils. It was 
plainly a retroperitoneal cyst, and, on account of the size, it was with considerable 
difficulty that a satisfactory opening was made through the peritoneum near the 
pelvic brim. The adhesions between the tumor and investing peritoneum were 
firm but yielded readily. When the enucleation was apparently almost completed 
the wall of the sae gave way, and a great quantity of black blood clots and 
watery fluid was evacuated. 

As the blood now copiously poured into the sae I packed several large gauze 
pads into the bottom of the cavity and, clamping the sae, made firm pressure with 
my right hand, while T made an attempt to complete the separation of the sae 
in the limited area wherein it still remained firmly adherent to the underlying 
postperitoneal structures, notably the aorta and the inferior vena cava. As the 
separation advanced a sudden deluge of blood showed me, on examination, that 
I was dealing with a ruptured vena cava which had resulted from the blow over 
the adherent tumor into which blood had poured. The rent was a large irregular 
opening which it seemed impossible to repair, and my only recourse was to ligate 
the vena cava; this was done above and below the point of rupture, using chromic 
eatgut in both sections. The sae was now carefully trimmed from about the firm 
attachments to the aorta and the operation was completed in the usual way. 

The convalescence was without any very unusual events, certainly none of the 
serious complications which I feared. Slight swelling in the legs and thighs was 
noticed after about ten days, and this was somewhat more noticeable after the 
patient was up and about; the condition soon cleared up entirely, however, and 

*Read at the Thirty-eighth Annual Meeting of the American Association of 


Obstetricians, Gynecologists and Abdominal Surgeons, held at Hot Springs, Va.. 
September 16, 17, and 18, 1925, 
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she has had no trouble since. I heard from her recently, and she is apparently 
well in every way. It is now two years since the operation. 


The literature on this subject is exceedingly interesting and very 
instructive. 


The first case on record was reported by Kocher in 1885. He accidentally 
tied the inferior vena cava in the course of extirpation of a glandular metastasis 
of eancer of the testicle and this was only discovered at the autopsy. 

In 1885 Billroth reported a case which he ligated, and it also ended fatally. 

In 1893 Bottim successfully ligated the inferior vena cava, the patient making 
a complete recovery without circulatory complications. Since this time quite a 
number of reported cases have been added to the literature. 

In 1904 Hartman operated upon a woman for a pyonephrosis. In the course 
of the operation, which was performed by the transperitoneal route, the inferior 
vena cava was torn on its right lateral border, to a length of three centimeters. 
Digital compression directly at the point of inquiry stopped the hemorrhage, 
and the longitudinal tear could be seen terminating above, three eentimeters below 
the renal pedicle. The simplest and safest procedure seemed to be the ligature 
of the vena cava above and below the rent. This was done, and an uninterrupted 
recovery ensued. This case was presented before the Paris Surgical Society as 
a rarity. 

Kohts in 1911 reported a ease of injury of the vena cava which occurred during 
an operation for right-sided calculous pyelitis, which was performed through a 
lumbar incision. The kidney and the vascular pedicle were imbedded in thickened 
scar tissue. The vascular pedicle was given off very high up, and dissection of 
the vessels was difficult. In clamping the vessels a fold of the vena cava was 
accidentally ineluded, and, after division of the vascular pedicle, the ineluded 
cava segment slipped out and profuse hemorrhage resulted. Venous suture was 
attempted but proved unsuccessful on account of friability of the wall; conse- 
quently central and peripheral ligatures were applied. The patient developed 
thrombophlebitis of both legs which gradually cleared up, and a year and a half 
later he was quite free from all symptoms excepting a-slight swelling of the legs 
after prolonged standing. 

Dr. William Mayo informed me that he had repaired incised injuries to the 
inferior vena cava in three eases. These he sutured and then added the ingenious 
device of a fat splint; taking a piece of omental fat he applied it direetly over 
the injured line and secured it in position with catgut; these cases all recovered. 

A. L. Chute reports four eases of injury to the inferior vena cava, all being 
complications of difficult nephrectomies. In two the bleeding points were picked 
up and ligated. One of these died within a few hours; the other made a good 
recovery. In another case he placed a clamp on the bleeding line, removing it 
on the eighth day, and the patient made an uneventful reeovery. In a fourth case 
he was unable to control the bleeding by suture and packed the wound, but the 
patient died four hours later. 

L. Guerry in 1913 reported the ease of a woman of fifty years with typical 
ealeulous pyonephrosis. In the course of nephrectomy the vena cava was injured. 
Her general condition did not permit an attempt at either ligature or suture. 
The bleeding was controlled by the use of two Kelly clamps so placed that about 
one-half of the caliber of the vessel was occluded, and the patient made a good 
recovery. He had the same experience in a second and third ease, the second 
one, however, had much resultant temporary edema and then made a good recovery. 
In all three of these cases the clamps were left locked for seven days and removed 
on the eighth day. 
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Fromme reported a case of septic pyemia following an induced abortion jy 
which a diagnosis of external iliac thrombus was made; at operation the thrombys 
was found to involve also the vena cava. Ligature of the vena cava was per- 
formed. No untoward symptoms developed, but the woman developed a broncho- 
pneumonia and died thirty-three days after the operation. 


I have succeeded in collecting reports of thirty-seven cases wherein the 
inferior vena cava was subjected to surgical interference. Nearly al] 
of these cases were injured during the course of abdominal nephreeto. 
mies. In nineteen cases, total ligature of the cava was done, with six 
deaths; in seven eases, lateral ligature, with two deaths; in five cases, 
suture of the wounded vessels, no deaths; in six cases, forcipressure to 
the wounded vessels, no deaths; in one ease, packing to vessels, one 
death. 

In order to draw a fair conclusion as to the value of these various 
procedures and, if possible, to determine the proper place for each, a 
eareful consideration of some related facts must be made. 

The first recorded case of total ligation by Kocher was an accidental 
occurrence which was only discovered at the autopsy. The second ease 
by Billroth was one in which he mistook the vena cava for a distended 
renal vein. This patient died within an hour. Kiister accidentally cut 
the vena cava in the course of a nephrectomy and ligated the upper 
end only, as he was unable to find the lower end. The wound was 
packed, but the patient died in twenty-six hours. In doing a hysteree- 
tomy for cancer, Ludner tied the vena cava, which was also involved in 
the malignant process, and the patient died immediately following the 
operation. Goldman ligated the vena cava in a patient who was in a 
very poor condition from large pyonephrosis. This patient died a few 
hours after operation, as Goldman believes, from her desperate general 
condition and not at all from the ligation. MKocher’s accidental case 
should hardly be considered. Billroth’s patient, also a case of an inad- 
vertent ligature of the vena cava, died within the hour as did also the 
ease reported by Lindner. Goldman’s patient died within a few hours, 
and in Kiister’s case the lower end of the wound in the cava was not 
secured ; this patient lived twenty-six hours. 

In these five fatal cases it is quite plain that the deaths were due to 
the extreme exhaustion of the patient and could not fairly be charged 
to the ligation, and in attempting to determine the actual seriousness 
of this procedure, they should not be considered. On this basis, then, 
we have fourteen cases of total ligation with two deaths, a mortality of 
a trifle over 14 per cent. There were seven cases of lateral ligature 
with two deaths, but as one of these patients lived only three or four 
hours following the operation, it is fair to believe that death was due to 
the general effect of the operation and not to circulatory changes. This 
leaves six cases with one death, or 16 per cent. 
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The five patients which were sutured all recovered, as did also the 
four patients treated by foreipressure. One patient treated by packing 
died. 

Gosset, Lecene and others ligated the vena cava experimentally in a 
number of dogs without any apparent ill results in any ease. 

A eareful study of all available cases wherein the lumen of the vena 
eava has been encroached upon by lateral suture or the application of 
clamps, or completely ablated by total ligature, shows that the ocea- 
sional resultant temporary edema is about as likely to oceur in one class 
as in the others, and this edema apparently always clears up and there 
is finally no evidence of the surgical interference. 

The necessity of surgery of the vena cava presents itself always as 
a complication of some serious abdominal operation and there is as yet 
no evidence that such interference has contributed to the fatal outcome 
in any case, and indeed I think it safe to say that the ligation of this 
great vessel is really a very safe procedure and one which is free from 
any very scrious or lasting complications. 

It would seem to be the operation of choice in all cases excepting 
those in which the damaged point is above the renal veins, when, of 
course, total ligature would result disastrously. Here it is necessary to 
preserve much of the lumen of the vein either by suture, lateral liga- 
ture or by clamps. Fortunately nearly all of the cases so far eneoun- 
tered have been below the renal vein. Undoubtedly the fear and dread 
of total ligation has indueed surgeons to waste much valuable time in 
efforts at repair, when in reality the.quickest and simplest procedure, 
that of total ligation, appears also to be the safest and best. 

In conclusion: These interesting cases are of well defined practical 
value; in the light of the brief histories we realize that the ligation of 
the inferior vena cava (at least,in a favorable situation) is not neeces- 
sarily a disaster, and the thought is certainly one which may well com- 
fort the surgeon who is suddenly confronted with the necessity of such 
action. It seems to be clear that the collateral circulation is rapidly 
developed to the extent that within a few weeks the early edema is but 
slightly in evidence, and it eventually disappears altogether. 

Ligation is probably safer than suturing the wounded vessel, and on 
this account is generally to be chosen; however, if the site of injury 
should be at or above the renal vein, every effort must be made to repair 
the vessel, as ligation in that locality would inevitably mean disaster ; 
fortunately, in all of the cases which have come to my attention, the 
vessel was damaged below the renal vein, and nearly all of them made 
complete surgical recoveries, without any of the serious accompanying 
complications which might naturally be feared. 
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ON THE NEED FOR A UROLOGIC DEPARTMENT IN EVERY 
GYNECOLOGIC CLINIC* 
By Harseck Hatstep, M.D., anp Ira WILENS, M.D., New York, N. Y. 


NTIL July 1, 1921, we cystoscoped and treated patients with pye- 
litis and eystitis referred to the Vanderbilt Clinic directly from 
Sloane Hospital. This work was rather haphazard and was done in 
conjunction with the work of the regular gynecologic clinic, and no at- 
tempt was made to keep any record of these cases other than casual 
notations upon the clinic record; so, for the purpose of this report, 
we have lost track of and cannot report upon cases before July 1, 1921. 
The requests for cystoscopy to help in the gynecologic diagnosis 
became so frequent and the necessity for treating the cases of urinary 
infection in some systematic manner became so evident that a depart- 
ment of the Vanderbilt Gynecological Clinie was established for the 
diagnosis of various urinary conditions, the treatment of the infections, 
and the referring of the serious surgical conditions either to the Pres- 
byterian Hospital, if the condition was urologic, or to the Sloane Hos- 
pital if gynecologic. 

The following report covers all the cases from July 1, 1921, to July 
1, 1924. 

During this period there have been 5000 cases seen in the gyneco- 
logic clinic, and of these, 162 were referred for diagnosis or treatment, 
or both, an incidence of 3.25 per cent. 

Some of these women were only seen once, and others were seen 
often and treated for a year or more, the latter usually being cases of 
chronic pyelitis that had existed untreated, or treated only with uro- 
tropin by mouth for years before applying to the clinic. One patient 
with colon bacillus pyelitis had known of her trouble for twenty-eight 
years before applying for treatment. 


The following table gives the incidence in the various age groups: 


AGE NUMBER PER CENT 
10 - 20 + 2.46 
21 - 30 36 22.14 
31 - 40 46 28.39 
41 - 47 29.01 
51 - 60 21 12.96 
61 - 70 8 4.92 


*Read before the Section of Obstetrics and Gynecology, Academy of Medicine, 
New York, October 27, 1925. 
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The parity incidence is as follows: 


PARA NUMBER PER CENT 
0 35 21.5 
I 29 17.9 
II 21 12.9 
ITI 7 10.4 
IV 19 11.7 
Vv 13 8.6 
VI 6 3.7 
VII 6 3.7 
VIII 6 3.7 
IX 7 4.3 
3 1.8 


As would naturally be expected, the majority of cases were in women 
who had borne children. 

The symptoms complained of in the order of their frequency were: 
Frequency of urination, painful urination, incontinence, burning on 
urination, hematuria, and backache. 

The most notable thing seems to us the number of women who com- 
plained of incontinence, 18 cases, and hematuria, 12 eases. 

Bacteriologic Findings.—A culture is made of the bladder urine of 
every patient admitted to this department. Cultures are made of the 
urine from the separate kidneys only when indicated. 


The following table indicates our findings: 


ORGANISM CASES PER CENT 
Bacillus coli communis 79 ‘ 36.5 
Staphylococcus pyogenes aureus 68 31.3 
Streptococcus 35 16.1 
Diphtheroid bacillus 3 1.3 
Bacillus lactis aerogenes 2 0.9 
Bacillus tuberculosis 1 0.4 
Sterile 28 12.9 


The large incidence of staphylococcus and streptococcus we attribute 
to the fact that they are very frequently found in the female urethra 
and trigone in cases that give no symptoms or physical findings of in- 
flammation; a number of observers hold that these bacteria are nor- 
mal inhabitants of these locations. Kelly states that more than one- 
half of normal individuals show bacteria in the urethra. Rovsing con- 
cluded that practically all bacteria concerned with the production of 
cystitis occur in a normal urethra. The colon bacillus was found as 
the predominating organism in most of the acute infections of the 
kidney and bladder. 

Bacillus lactis aerogenes was found in pure culture in two instances; 
in one there was a double pyelitis contracted during pregnancy, which 


666 THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 
proved very resistant to all forms of treatment, including lavage of 
the kidney pelvis with organic and inorganic silver salts, mereuro- 
chrome, and vaccination with autogenous vaccines. She was under 
treatment a vear and a half before we secured a sterile culture. The 
other case was one of acute eystitis and yielded with moderate rapidity 
to the usual treatment. 

It is of interest to note that of the 162 cases, only 28 had sterile 
cultures when first seen. 

The low incidence of tuberculosis is very noticeable. In only one 
case was the tubercle bacillus found. (It is worthy of note that this 
is the only case that presented the elinical picture of tuberculosis.) 
In this case the right kidney only seemed involved and the patient was 
operated upon at the Presbyterian Hospital. A nephrectomy was done 
and an uneventful recovery resulted. 

Associated Conditions —In a fairly large number of the patients re- 
ferred for diagnosis, it was found after careful investigation that the 
urinary symptoms were largely dependent upon or resulting from vari- 
ous obstetric or gynecologic conditions, such as pregnaney, fibromyo- 
mata of the uterus, salpingo-oophoritis, senile vaginitis, and relaxation 
of the anterior vaginal wall with cystocele. There were 10 cases of 
cystocele, and in 7 of these there was an accompanying e¢ystitis, as 
proved by positive cultures. 

Diagnoses.—Cystitis, both acute and chronie, pyelitis, and chronic 
trigonitis were the most frequent diagnoses. Relaxation of the pelvie 
floor with cystocele and rectocele were also noted in a fairly large 
number of these patients. 

It is worthy of note that this series does not bear out the often re- 
peated contention of urologists that cystitis rarely exists without pye- 
litis. We think that this large incidence of primary cystitis is due to 
the number of cases in our series that were secondary to relaxation of 
the vaginal walls. 


The following is a table of the diagnoses in the series of 162 cases: 


Ae. cystitis 


CR. 21 Retroversion. Of 3 
ureter. 1 Ch. salpingo-oophoritis ...........- 2 
Papilioma of Z Ch. 3 


Relaxation of pelvie floor.......... 16 Unelassified ... 2 
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Operations —There were five cases referred for operations on the 
urinary tract: two cases of papilloma of bladder, and one each of 
renal tuberculosis, stone in left ureter, and incontinence. Obviously 
this does not include the large number of cases operated upon for 
other gynecologic conditions. 

Time under treatment varied from one day to seventeen months. 

Results: 

RESULTS 


Cases referred for operation upon the urinary traet 


Cases lost track of or referred to other departments.............. 7 


CONCLUSIONS 


1. A vast majority of the urinary disturbances in women are caused 
by infections of the urinary tract, most commonly caused by the colon 
bacillus. 

2. In many of these the urinary symptoms are direetly dependent 
upon, or greatly aggravated by, some definite gynecologic condition. 

3. Our study showed that 3.25 per cent of all women applying to a 
eynecologic clinic needed urologic examination. 

4. Seventy-five per cent of our cases were apparently benefited by 
treatment. (This is also shown by the fact that these patients, with 
hardly an exception, were very faithful in their cooperation and very 
grateful for the benefit they received.) 

». All gynecologic operative procedures should be postponed until 
any coincident infections of the urologic tract have been cleared up. 

6. In the future we aim to pay more attention to the role of focal 
infections as a possible causative factor of infection in these cases. 

7. Our findings and results as detailed above seem to us to demon- 
strate the necessity of a urologic department in a gynecologic clinic. 


LARGE FIBROMYOMA OF CERVIX: 


CASE REPORT 


By Frepertck Curistopner, M.D., F.A.C.S., WINNETKA, ILL. 
(Junior Surgeon, Evanston Hospital, Evanston, Ill.; Associate in Surgery, Univer- 
sity of Illinois Medical School) 


IBROMYOMATA of the cervix comprise some 5 per cent of all 

fibromyomata. Bland-Sutton' found the percentage to be 5 in 500 
cases, and Crousse* found the percentage to be 4 to 5 of ail operated 
fibromata (series of Quenu, Hartmann, Pedenat, Lee, ete.). These 
tumors are always single (Boyd*) but may occur simultaneously with 
fibromyomata of the body of the uterus. They may be interstitial or 
subperitoneal, and they generally arise from the posterior wall of the 
cervix. They grow downward so as to fill the vagina*® or laterally 
into the broad ligament. One tumor? weighed as much as 4.5 kg. In 
Hall’s® case the tumor was of such size that it presented at the vulva, 
separating the labia more than two inches, and filled the pelvis with 
a hard immovable tumor. Guzot and !echon’ report a gangrenous 
fibroma of the cervix seen in a ease of prolapsus uteri. In White- 
house’s® case of interstitial fibroid of the cervix a large vein was pres- 
ent which had ruptured into the cervical canal at the level of the 
external os and had almost caused a fatal hemorrhage. Giles’ reports 
the development of a large fibroid of the cervix after a subtotal hys- 
terectomy. 

Bleeding is generally the symptom first to attract attention, but there 
may be interference with micturition from pressure on the bladder or 
symptoms referable to pressure on the rectum. 

Occasionally these tumors may be removed from below by myomec- 
tomy or piecemeal (morcellement). In the latter case, the dangers of 
hemorrhage are not slight. Laparotomy and total hysterectomy is the 
procedure of choice. 

The following is the report of the author’s case: 

Mrs. L. C., aged thirty-seven years, had always had regular menstrual periods 
every twenty-eight days, lasting four to five days, with moderate flow and no pain; 
no children, no pregnancies. At the time of her last regular period a profuse 
flow started and continued daily in moderate amounts for three weeks. Physical 
examination was negative save for the presence of a large mass (about the size 
of a cocoanut) which could be palpated about 5 em. above the vaginal orifice. 
This tumor was firm, round, and covered with smooth vaginal mucous membrane. 
The cervix could not be identified. 

The patient was admitted to the Evanston Hospital on November 22, 1925, and 
was operated upon the next day, by midline abdominal incision. Traction on the 


small normal uterus showed the tumor to be attached to the cervix but to be 
relatively immobile in the pelvie outlet which it practically filled. The urinary 
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bladder was filled to demonstrate its relationship to the tumor and then emptied. 
The tubes and round ligaments were separated from their uterine attachment. The 
peritoneum was incised about the neck of the uterus and a cleavage plane was 
found between the tumor and peritoneum. It was not possible to continue the 
separation of this cleavage plane between tumor and the vaginal mucous mem- 
brane and accordingly the vagina was opened from above. The tumor and uterus 
were then removed in one piece. The vaginal vault was closed by a purse-string. 
Immediately after the operation there was moderate shock, which responded to 
hypodermoclysis. On the tenth day a sloughed portion of the vaginal vault was 
passed, From then on, save for the diminishing secondary anemia, the convales 
eence was uneventful. Eight weeks after the operation the patient was in ex- 
cellent health and spirits. 


VAGINA 


Fig. 1.—Diagrammatiec representation of fibromyoma of cervix. The peritoneum 
was incised posteriorly at the junction of the body at uterus with the cervix, and 
an attempt was made to find the cleavage plane between the fibromyoma and the 
vaginal mucous membrane. As might be anticipated, the cleavage plane actually 
entered was that between the rectum and the posterior wall of the vagina. This 
danger is to be guarded against in any effort to enucleate a fibromyoma of the 
cervix from its mucous membrane covering by blunt dissection from above. 


Pathologic Report—(Dr. J. L. Williams).—A uterus 7.5 x 5 x 4.2 em. with both 
tubes recently amputated leaving stumps 1 and 0.5 em. long respectively, and with 
a large edematous oval mass 11.5 x 9.5 x 7.5 em. attached to the inferior portion 
of the cervix. The external os opens on the anterior surface of this mass at its 
pedicle with a narrow slit 1.5 em. long. The surface of the mass is coated with 
mucous membrane. The substance resembles that of an edematous fibromyoma. 
The lining uterine endometrtum is pale, wrinkled, and edematous. 

Microscopie sections of the tumor mass diselose the typical histologic strue 
ture of a fibromyoma containing areas of edema with necrosis. 


Diagnosis.—Fibromyoma of the uterus with secondary degeneration. 
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Department of Maternal Welfare 


ConpucTEep BY FRED L. ADAIR, M. D. 


THE DEVELOPMENT OF PRENATAL CARE IN DETROIT 


By Water E. Weuz, M.D... Derrorr, 
(Director Prenatal Clinics, Detroit Department of Iecalth) 


N 1920 the United States Census Report showed a maternal mortality rate of 8 
| per 1000, the result of childbearing. During the same period in Detroit: there 
were 50.3 stillbirths per 1000 living births, and 48 infants out of 1000 born alive 
died during the first month of their lives. The maternal death rate from = child- 
bearing in Detroit has averaged 6.75 for a number of years. This appalling death 
rate intimately associated with childbearing is sufficient to demonstrate that child 
bearing is a public health problem. 

Up to comparatively recent date, prenatal care has been considered a branch of 
obstetrics, and its objective was mainly to reduce maternal mortality and morbidity. 
In Detroit the infantile mortality associated with childbirth as stillbirths and neo- 
natal deaths, is thirteen times as great as the maternal mortality resulting from 
childbirth. The pediatrician has come to realize that over one-half of the deaths 
occurring in the first vear of life oceur during the first month. Most of these deaths 
are the result of conditions which prevail before the birth of the child. So it has 
been accepted by pediatricians, as well as health workers, that in order to reduce 
infant mortality appreciably, the causes of the high neonatal mortality must be 
sought and controlled through prenatal care. 

The City of Detroit, through its Department of, Health, is making an effort to 
decrease maternal and infant mortality which results from neglected pregnancy 
and delivery. This department, by direet action, and not merely by supervisory 
function, is reducing maternal and infantile mortality and morbidity among. the 
indigent of the city. This work is unique in that the municipality assumes the 
responsibility for bringing live, healthy babies into the world for its indigent classes 
which are usually neglected at that time. Detroit is pointing a way to municipal 
preventive medicine for those of the childbearing period who would otherwise be 
neglected or receive only incompetent care, 

In 1911 the Department of Health of the City of Detroit started a prenatal elinie 
in an effort to reduce infant mortality. The usual prenatal clinie is an outgrowth 
from an obstetric service, and its objective is mainly a reduction of maternal mor- 
tality and morbidity resulting from childbirth. In Detroit, the City Municipal 
Prenatal Clinic was established to combat the high incidence of stillbirths and 
neonatal deaths which result from causes which are active during pregnaney, and 
before aid ean be given by ordinary baby eare. Prenatal care here is properly 
a division of infant welfare, instead of an obstetric department as in other places. 
The work is done by obstetricians. The obstetric part of the work is not lost sight 
of, but the more important side of this work, infant welfare, is stressed according 
to its importance. 


Prenatal clinics have been established by the city in various poor sections of the 


city. Today there are seven such clinies. The major part of this work is done at 
Station T, the largest indigent section. 
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In 1915 the Department of Health of Detroit provided a maternity pavilion in 
the Herman Kiefer Hospital. Thus the city has provided care for the indigent 
pregnant women from the time of conception, through pregnancy, delivery, and the 
postnatal periods. Over 1500 patients are cared for in this pavilion annually, 

In this prenatal work an effort is made to individualize every case. The pre- 
liminary routine of family, personal, and obstetric histories, physical examinations, 
laboratory findings, including a maternal blood Wassermann, as well as the social 
and economic status of the prospective mother, gives an insight into the probable 
outcome of pregnancy. In the subsequent biweekly consultations the outlook, espe 
cially from the fetal standpoint, is clarified, and the needs of both mother and ehild 
stand forth in more distinct outline as the entire ego and environment of the mother 
become known. All the routine examinations in these clinics are made by physi- 
cians, not by nurses. As this work has proceeded, the importance of fetal rights 
and demands has impressed itself on us to a greater degree. As the possibility of 
attaining better results for the newborn was appreciated, the major part of this 
work has shifted to infantile prophylaxis, that is, reduction of infantile mortality 
and morbidity. 


REDUCTION OF MATERNAL MORTALITY 


In order to demonstrate the benefit to the community of prenatal care in the 
reduction of maternal deaths, Table I has been compiled. The maternal deaths due 
to childbirth in the entire city are compared with deaths from the same causes 
among women who have attended the city’s prenatal clinics during the years 1922, 
1925, and 1924. It will be seen that the maternal death rate from all causes follow- 
ing confinement for the entire city was 6.75 per 1000 deliveries, while among the 
women who attended the clinics, the rate was only 3.5 per 1000, a reduction of 
about 50 per cent. The clinics care for 6 per cent of all pregnant women in the 
city. 

There is a group of maternal deaths classed as aecidents of pregnancy and labor 
Which is almost irreducible, even with good care. This ineludes intercurrent disease, 
hemorrhages, and accidents of labor. For the past three years the maternal death 
rate for this class in the entire city has been 2.33 per 1000 deliveries. The rate 
of 0.79 per 1900 resulted after prenatal care. In this class there is a possibility 
of greater reduction. 

In the three year period there were four deaths from eclampsia among 5032 
mothers cared for in the clinics. Prenatal care reduced this cause of death from 
1.06 per thousand for the entire city to 0.79 per 1000 for clinic cases. Death from 
eclampsia was reduced 24 per cent, even though some of the clinic cases are not in 
complete control. 

The greatest danger to the mother from childbearing is sepsis. Table I shows 
that 50 per cent of the maternal deaths from childbirth were due to sepsis. In 
the entire city the rate of maternal deaths from sepsis alone for these years has 
been 3.24 per 1000 births. Among the mothers who attended prenatal clinics, the 
rate was 0.79 per 1000 births. This reduction of 75 per cent in maternal deaths 
due to puerperal sepsis has been accomplished mostly through adequate provision for 
delivery for all clinic patients, and hospitalization for all abnormal eases. 
The reduction of the maternal death rate (almost 50 per cent) as the result of 
prenatal care is remarkable when the character of the patients is considered. These 
come from the poorest class and include over 12 per cent of mothers who have 
syphilis. Over 30 per cent of all mothers suffer from some marked physical abnor- 
mality, such as syphilis, tuberculosis, gonorrhea, eardiae lesions, toxemias, and 
pelvie contractions. 
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REDUCTION OF MATERNAL MORBIDITY 


It is impossible to state the exact rate of maternal morbidity following child- 
birth. It is estimated that morbidity sufficient to affect the health of the mother 
is five or six times as great as the number of maternal deaths. The morbidity re. 
sults mostly from sepsis, laceration, and hemorrhage. As prenatal care provides 
adequately for delivery, lacerations are properly cared for, and seldom cause subse- 


quent illness. As the death rate from puerperal sepsis can be reduced 


per eent 
TABLE I] 


INFANTILE DEATH RATES FOR ENTIRE City AND STATION I ror THREE YEars 


192 1925 1924 TOTAL 

Living births in city at large____-------- -- 25,910 28,114 30,500 84,524 — 
in eity at 1267 1477 1,510 4.354 
Stillbirth rate per living births in city at 

Living births of patients attended at Sta- 

Stillbirths of patients attended at Station I the be 4 120 
Stilbirth rate per living births of patients 

a6 39 30.8 30.0 Av. 
Neonatal deaths before one month of age 

1177 1,223 1808 3,703 
Rate of neonatal deaths before one month of 

Neonatal deaths before one month of age 

in cases attended at Station IS S7 
Rate of neonatal deaths before one month of 

age in cases attended at Station [_____- 17 10.6 21 26.2 Av. 
Deaths under one year in total 2216 2366 2,380 1,122 
Infant mortality rate per 1,000 living births 

total city (infants under one year of age) S7.7 S7.7 78.2 84.5 Av. 


through prenatal care, we may assume that there is at least as great a reduction in 
maternal morbidity resulting from sepsis. In each case postnatal examination at the 
termination of involution discloses any abnormal condition of the mother. We find that 
over 5 per cent of all patients have damaged kidneys, and these patients are given 
suitable advice and care. Provision is always made for adequate care of any morbid 
condition after delivery, thus lessening the number of mothers invalided as the re- 
sult of childbirth. 


REDUCTION OF STILLBIRTHS 


To show the effect of prenatal care on infant mortality, Tables TT and TIT have 
been devised. 

During the vears 1922, 1925, and 1924 there were 84,524 living births reeorded 
in the eity, and 4,354 infants were born dead. During the same period there were 
Soo4 living and 120 stillborn babies from mothers who attended Station I of the 
Department of Health. The incidence of stillbirths for the entire city during that 
period was 51.8 per 1000 living births, and 35.6 per 1000 for infants whose mothers 
had prenatal eare. This was a reduction of 16. stillbirths per 1000 living births, 
the result of prenatal care. 

There is a great difference between the rates of stillbirths and neonatal deaths 
among the colored and white infants. As 70 per cent of the attendance at pre 
natal clinie Station I is colored, it is necessary to separate the records of the two 
races to show the real decrease in infant mortality in each race as the result of 
prenatal care. Table LIT indicates the decrease of deaths among infants after pre- 
natal care for each race for the vears 1923 and 1924. This shows a reduction from 
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js.1 stillbirths per 1000 births for unattended white patients to 26.1 per 1000 
births among those born after prenatal care. This is a reduction of 22. stillbirths 
per 1000 births among white infants, attributable to prenatal care. The incidence 
of stillbirths among colored infants in Detroit whose mothers had received no pre- 
natal eare was 112.2 per 1000 births. Among the colored infants whose mothers 
had received prenatal care there was an incidence of 44.1 stillbirths per 1000. 


REDUCTION OF NEONATAL DEATIIS 


In the United States 50 per cent of the deaths of infants under one year of age 
oecur during the first month of their lives. This important first month of infantile 
life is known as the neonatal period. Table IL shows a reduetion of 17 neonatal 
deaths per 1000 births as the result of prenatal care. 

In order to understand the real benefit of prenatal care in the reduction of neo- 
natal deaths, it is necessary to separate the white from the colored race. 

Table ILL shows an incidence of 42.7 neonatal deaths per 1000 births among the 
white infants whose mothers had no prenatal care. For the same class who had 
prenatal care the neonatal death rate was 25.1 per 1000 births. This shows an actual 
reduction of 17 neonatal deaths per 1000 among white infants. 

Among the colored infants whose mothers had no prenatal care, there was an 
incidence of 70.5 neonatal deaths per 1000 births. Those colored infants whose 
mothers had prenatal care had an incidence of 52 neonatal death per 1000 births. 
This shows a reduction of neonatal deaths among colored infants of 38 per 1000 
hirths. 

The high incidence of death among colored infants corresponds with that shown 
by the birth statistics of the Bureau of Census of the United States. The causes 
of the high rate in this race are the high incidence of lues and prematurity, as well 
as ignorance in the care of the newborn. The deerease in infant mortality among 
colored infants in this clinie points the way to a general reduction in infant mor- 
tality in the United States by means of prenatal care. 


CONTROL OF INTERCURRENT DISEASES IN) PREGNANCY 


Over 30 per cent of all women attending these clinics lave some intercurrent 
disease or abnormality which might affect mother or child or both adversely, so 
all maternal diseases are diagnosed prenatally and cared for as soon as_ possible. 
Renal, heart, and lung diseases, syphilis, gonorrhea, and the various infections are 
treated as early as possible because of their effect on pregnancy, as well as their 
influence in producing premature or stillborn infants. Patients with appendicitis, 
cholecystitis, pelvic infections, syphilis, and pulmonary infections are hospitalized 
at once because of the adverse influence of these diseases on pregnancy. Not in- 
frequently are seabies or pediculosis found, and the field nurse discovers several 
members of the family suffering from the same condition, for which the entire group 
is treated, 

3oth clinie and field nurses are constantly on the lookout for contagion in order 
to control it before it can spread or endanger the expectant mother. In the recent 
smallpox epidemic in Detroit every patient in the prenatal elinies was vaccinated. 
It was discovered that 50 per cent of the eolored women, who had reeently come 
from the south, had never been vaecinated. Because of this negleet in public 
health service, vaccination has been made a routine for all new patients who have 
not heen suecessfully vaccinated within five years. 


CONTROL OF SYPHILIS 


During the past four vears 5,440 pregnant women were cared for at Station T 
of the Department of Health. Seven hundred seventy-eight (14 per cent) of these 
were syphilitic. The high incidence of this disease is due to the fact that the 
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majority of the clinic cases are colored women, It was possible to follow 670 (86 
per cent) of the entire number of luetic mothers through pregnancy, labor, and 
postnatal periods to six weeks after delivery when the final postnatal examination 
of mother and infant was made. 

Almost all of these luetie mothers came to the clinie with no subjective symptoms, 
and did not know they were luetic. History, taken carefully, has shown that the 
syphilitie mother has averaged more than two stillbirths or miscarriages because 
of her infeetion before her condition had been diagnosed. Fifty-six per cent of 
all luetie mothers give positive luetic histories. Even with negative blood Wasser- 
mann report, 14 per cent of these syphilitic mothers were diagnosed by means of 
history and physical findings. Blood Wassermann tests are made on all women on 
admission to the clinic. In suspicious eases with a negative blood Wassermann test, 
provocative blood Wassermann, spinal fluid Wassermann, and luetin tests are made. 
Recently the Kahn precipitation test is used as an adjunct to the blood Wassermann 
test to verify doubtful eases. 

As soon as a positive diagnosis of syphilis is made, the expectant mother is sent 
to the Venereal Clinie of the Department of Health for intensive treatment with 
arsphenamine. This is done regardless of the period of pregnancy. It is desirable 
to diagnose and treat syphilis in the pregnant woman within the first sixteen weeks 
of pregnancy, as it is believed that transmission occurs only through the placenta 
and a minimum of three months is required for that transmission. 


TABLE IV 


BABIES BorN FROM SYPIILITIC MOTHERS 1921-1924 IN SraTion T, 
5,440 DELIVERIES—778 LUETIC (14%) 


NO TREAT- 


COURSE OF TOTAL 
MENT 
TREATMENT 
Stillbirths or miscarriages... ............... 93 22 115 
Infantile death rate per 1,000 births.-------- 250 82 Reduction 148 


Table LV shows the results of the attempt to control syphilis through maternal 
transmission during the years 1921-1924, inclusive. Of the 670 syphilitic mothers 
whose records were complete during these four years, 404 had either no treatment 
or inadequate treatment because of delinquency or late admission to the clinic. 
These gave birth to 311 living infants, and there were 93 miscarriages or stillbirths. 
This is a primary infant mortality of 230 per 1000 births. Two hundred and sixty- 
six pregnant women had at least one course of antiluetic treatment, consisting of a 
minimum of three neosalvarsan and eight or more mercury injections. These gave 
birth to 244 living babies at or near term, and 22 miscarriages or stillbirths oc- 
eurred,—a primary infant mortality of 82 per 1000 births. It must be explained 
that many of these mothers did not have as complete treatment as they should, 
but as complete as possible, following late clinical admission or delinquency in 
treatment. In spite of this, there was a definite reduction of 148 infantile deaths 
per 1000 births among syphilitic patients as a result of treatment during pregnancy. 

In fifty-one stillbirths which occurred in the third period of pregnancy (twenty- 
eight to forty weeks’ development), only three of the mothers had had treatment. 
There were only seven miscarriages (sixteen to twenty-eight weeks’ development) 
among those who had had a complete course of treatment, consisting of a minimum 
of six arsphenamine treatments. 

Cord Wassermann tests are obtained as far as possible as a check on primary 
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infantile infection. Seventy-three per cent of babies of syphilitic mothers gave a 
positive cord Wassermann test because of inadequate, or no maternal treatment. 

Among the colored mothers who have attended the clinic there has been a reduc- 
tion in the incidence rate of syphilis. This reduction is attributed to cures among 
mothers who have returned for care subsequent to being treated in previous preg- 
nancies. 

From clinical experience it can be stated that the transmission of syphilis from 
mother to fetus can be prevented by early and adequate maternal treatment, started 
in the first period of pregnancy (under sixteen weeks). This points the way to the 
eradication of hereditary syphilis. 

But adequate prenatal care does not end with the attempt to prevent transmission 
of syphilis to the newborn. It teaches the mother the dangers of syphilis, the pos- 
sibility of transmission, and the need of treatment to produce a cure. The other 
members of the family, especially the husband and children, are referred to clinics 
for diagnosis and care. Always the mother is given an explanation of the disease 
as far as she can understand, and the danger of transmission is pointed out to her. 


TOXEMIA OF LATE PREGNANCY 


Marked cases of toxemia of late pregnancy average from 3 to 4 per cent of 
all cases. The rather low incidence of this condition is due to the effect of prenatal 
control. Quite often a woman who has had renal toxemia in one pregnancy shows 
little toxicity in the next pregnancy because of early control in clinic care. The 
deaths are uniformly due to carelessness on the part of the patient or loss of clin- 
ical control. In cases of severe toxemia, an effort is always made to persuade the 
patients to have hospital care. The infantile death rate in cases of severe toxemia 
is uniformly over 200 per 1000 births, even with good supervision. The placental 
changes and maternal toxemia are the causes of this high infantile death rate. It 
is doubtful whether this can be reduced materially with the best of prenatal eare. 
With good cooperation of patient, clinic, and hospital, the maternal mortality should 
be almost zero, as it is in private practice. 


HEART LESIONS 


In Station I of the Department of Health during the past two years, 211 (6.6 
per cent) of 3,186 pregnant women were found to have heart lesions. Most of 
these women had never had a thorough physical examination before, and most of 
them had never had either a diagnosis or any instruction as to the hygiene neces- 
sary to prolong life. 

There was a primary infant mortality of 8 per cent, the result of maternal heart 
lesions. There were two maternal deaths from heart lesions, and two mothers died 
suddenly several months after delivery. 

In the early diagnosis of maternal heart lesions, with careful supervision during 
pregnancy, and proper provision for delivery, both infantile and maternal mortality 
are reduced. The greatest value to the community in prenatal care of women suf- 
fering from heart lesions is the diagnosis of the conditions and of patient instruction 
in the care of their health subsequent to pregnancy. 


TUBERCULOSIS 


In three years 39 tuberculous women were discovered in 4,520 pregnant women. 
This incidence of 8.6 per 1000 is high, due to the fact that a number of tuberculous 
women are referred to this clinic from the Tuberculosis Clinic of the Department 
of Health. In this group there were no maternal deaths, though there were three 
fetal deaths. This gives a primary mortality of 77 per 1000 births in tubercular 
mothers. No therapeutic abortions were performed. Most of these patients were 
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admitted in the second trimester of pregnancy. It is believed that there is greater 
danger to the mother from an induced misearriage than from a normal delivery at 
term. The expectant mother who is tubereulous is provided with nourishing food, 
rest in bed, and hospital delivery. By conserving maternal vitality through preg- 
nancy, a@ material decrease in infant mortality has resulted. After the care given 
them during pregnaney, a number of tuberculous mothers have increased in weight 
and improved in health, in spite of childbearing. The child is not allowed to nurse, 
but care is taken to supervise food and hygiene of the infant from the time of 
birth. 
CONTRACTED PELVES 


It is a question whether pelvie contractions are a greater source of danger to 
mother or to child. Certainly the infantile mortality resulting from this abnor. 
mality is many times greater than the maternal. However, the high ineidence of 
maternal morbidity resulting from undiagnosed and improperly cared for pelvie 
contractions is one of the urgent reasons for adequate prenatal care. In Station 
[ almost 5 per cent of all mothers had pelvic contractions sufficiently marked to 
make normal delivery of a mature fetus problematical. All of these are forewarned 
of the possibility of a difficult or operative delivery. Adequate provision is made for 
hospital delivery, and the hospital is given the report of conditions found. 
Of the 2,462 mothers who could be traced in the past two years, there were found 
only four primary infantile deaths in 136 instanees of contracted pelves. Among 
these there were two maternal deaths, one from pneumonia and one from. sepsis 
following abdominal cesarean section. There were two eases of parametritis in this 
group. There was no permanent morbidity among the mothers as the result of 


delivery in cases of pelvie contraction. 
PREMATURITY 


During two vears 41 premature infants died in the neonatal period. This is 
60 per eent of the total 6S deaths in this period. Almost half of the neonatal deaths 
of premature infants were due to syphilis. So, the principal means of reducing 
neonatal deaths is by the prevention of premature births. This is done by the 
treatment of syphilis, control of toxemia, effort toward the prevention of infections, 
providing proper nutrition for the mother, as well as lessening her work during 
the latter months of pregnancy, and preventing conditions generally which tend to 
induce premature labor. 


BREAST FEEDING 


Breast feeding is essential for the newborn infant, especially the premature or 
sickly one. Many mothers have the idea that substitutes for breast feeding are as 
good as breast milk, and the bottle is an easy way of shirking the responsibility 
of breast feeding. This is frequently disastrous to the infant, often resulting in 
malnutrition and sometimes in death. Prenatal care teaches the expectant mother 
the importance of nursing her baby, and that breast milk is the best for her ehild. 
It also teaches her how to prepare her breasts for nursing. All mothers from the 
prenatal clinies start nursing their babies after delivery. Only those with insuff- 
cient or poor milk are changed to formula feeding. This is done under medical 
supervision, usually from a Department of Health Baby Clinic. The reduction of 
deaths in the neonatal period is due to the high percentage of breast feeding as 
much as to anything else. 


NUTRITION 


The importance of this subject to both mother and child is so great that it ecan- 
not be emphasized too often. A pamphlet on prenatal eare is given each prospective 


mother. This contains general instructions as to the best diet during pregnancy. But 
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no list of instructions can be complete enough to cover all phases of nutrition and 
diet during pregnancy, so in these clinics individual instructions are given by the 
attending physician as the condition demands. 

In early pregnaney proper nutrition is essential in controlling hyperemesis. In 
the last eight thousand prenatal cases at Station I, no therapeutie abortion has been 
advised for hyperemesis gravidarum. This was largely the result of proper dietary 
instructions. The majority of toxemias of late pregnancy can be controlled through 
diet and elimination. In the clinic toxemia in the majority of eases is held in eon- 
trol through a properly directed diet. So also the reduction of infantile deaths 
in toxemias of late pregnancy is due mostly to dietary regulation which permits 


pregnancy to continue to a time when a viable child can be born. 
IMPORTANCE OF PRENATAL RECORDS 


The proper tabulation of records through prenatal clinics is essential in obtain- 
ing knowledge of the causes and prevention of maternal and infantile mortality 
and morbidity. Such records are essential for the study of the health of the in- 
dividual, and as a benefit to public health. In our reeords 100 per cent of all births 
following attendance at the municipal prenatal clinics are registered, whether they 
are living infants or stillbirths; whereas in the entire city only 95 per cent of all 
births are registered. In the clinical records, pregnancies terminating before the 
end of sixteen to twenty-eight weeks of development, and in which the fetus is 16 
to 35 centimeters long, are classed as miscarriages. Pregnancies terminating be- 
tween twenty-eight and thirty-eight weeks are called premature deliveries. Infants 
born dead after twenty-eight weeks of development, and with a length of more than 
35 centimeters are classified as stillbirths. It is believed that this classification 
will ultimately be used for both birth and death records, as it is accurate, and such 
records based on accurate measurements will serve to aid in the analysis of health 
statistics. While the neonatal period is accepted as the first four weeks of life, 
our clinics use six weeks for the period of tabulating the last infantile records of 
prenatal care. As the last examination of the mother is made at the termination 
of involution six weeks after delivery, it is easiest to examine and record the in- 
fantile condition at the same time. ‘ 

Tabulation of death and morbidity records at six weeks after delivery is com- 
pleted whenever possible. The mother is given a complete examination to finish 
her record, as well as to advise her as to her condition. The result of the cord 
Wassermann test is recorded, except when it is neglected in home delivery. In 
the case of infants who die or are stillborn in the hospital, autopsy findings are 
recorded. An effort is always made to secure and record a definite cause of death, 
whether in abortion, miscarriage, stillbirth, or neonatal death. As far as possible 
an effort is made to learn whether the cause of infantile death antedated delivery 
or whether death was the result of delivery, or neglect in the neonatal period. Also 
the relation of antenatal pathology to fetal death or morbidity is noted. Any con- 
genital or acquired abnormal condition of the infant is noted, and the child is re- 
ferred to the proper agency for care. 

Complete records are being made of the prospective health of the individual even 
before his birth. This is a stable foundation for the health registration of the in- 
dividual. All subsequent health supervision must be based on this first and most 
important reeord which antedates birth and extends through the most dangerous 
(neonatal) period of life. Eventually a health pedigree will be worked out for the 
individual, starting at the prenatal record, going through infantile, preschool and 
school records, to further records to be made at maturity. Already the prenatal 
records have been used by physicians and clinics in the care of the child who has 
had prenatal supervision. 
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HEALTH COOPERATION 


In the care of the expectant mother, cooperation is necessary with all other agen- 
cies which may be of service to her or her child. The most common need is dental 
care, as over 80 per cent of all women attending prenatal clinics in Detroit require 
immediate dental service. So far as possible these women are referred to the nearest 
dental clinie for care. All tubercular women and those in whom the disease is 
suspected are sent to the nearest tuberculosis clinic for diagnosis and care. Those 
needing hospitalization are placed in sanitoria as soon as possible. Patients with 
venereal diseases are sent at once to the Municipal Venereal Clinic for care. 
Patients requiring surgical care are sent to a Receiving Hospital as occasion directs, 
and those in need of medical treatment are sent to various hospitals for care, 
Patients who are able to pay are referred to private physicians. Those who can 
afford to pay a small fee are sent to private hospitals for delivery. Indigent 
patients are delivered at the Herman Kiefer Hospital, a municipal institution. All 
necessary information is sent with each case. Those living outside the city are 
referred to visiting nurses or the Red Cross for home care. In every possible way 
cooperation is perfected with every health agency in the city and state. Not only 
is effort made to give the individual expectant mother the best possible health su- 
pervision during pregnancy, but every agency which may be of service to her health 
or that of her unborn child is brought to her aid in every way that necessity directs. 


SOCIAL SERVICE 


The health of the individual depends largely upon his social and economic status. 
To secure health during pregnancy, and healthy progeny, these conditions must be 
known, and if necessary, aid must be given to secure proper care and environment. 
For this purpose social service is needed among the poor. In Detroit prenatal 
clinies, proper nutrition, clothing, and home conditions are provided. Also proper 
delivery conditions are seeured and minor children are cared for while the mother 
is in the hospital. 

Cooperation is extended to every social service agency which may help the ex- 
peectant mother. In Detroit twenty-four agencies are in cooperation with the pre- 
natal elinies in the effort to aid the mother during and following this period. 
Agencies which protect the illegitimate mother or the deserted mother are of great 
value in protecting and promoting the health of mother and child. 


EDUCATION IN PRENATAL CARE 


The prenatal clinics of the Department of Health of Detroit register 6 per cent 
of all pregnant mothers in the city. Of course, many of these commence attendance 
so late that proper supervision is not possible. Also a number of registered mothers 
are lost on account of their leaving the city or moving. Actually about 4 per cent 
of the expectant mothers of the city receive adequate prenatal care through these 
clinies, 

As only the indigent class attend, the number will never be great. But as the 
results of the care given in these clinics can be compiled, they must be used to 
demonstrate the value of such care. Besides the good they accomplish for the ex- 
pectant mothers and infants among the poor, these clinics should be considered as 
laboratories in prenatal care, the results of which are to be used as guidance by the 
large percentage of women of the more fortunate classes who employ physicians. 

It is estimated that approximately 20 per cent of the expectant mothers of De- 
troit receive adequate prenatal care. These include the wealthy who pay for and 
receive good care during pregnancy, and the poor who attend free clinics. The 
80 per cent who receive inadequate or no prenatal care belong to the great middle 
class of working people, the fathers being mostly factory workers who can pay for 
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this care. The reason that this 80 per cent is neglected in pregnancy is twofold: 
neglect on the part of the family physician and negligence on the part of the ex- 
pectant mothers. 

As prenatal care is of recent origin, many of the older physicians are not familiar 
with its advantages and methods of procedure. The Detroit Obstetrical Society is 
trying to correct this professional neglect by giving the general practitioner edu- 
action on this subject through the County Medical Society. The medical students 
of the Detroit College of Medicine are given intensive training in prenatal care at 
Station I. 

In order to educate the neglected 80 per cent of expectant mothers, the Mother- 
Daughter Association of Detroit has agreed to work with the Detroit Obstetrical 
Society in holding meetings to inform women of the advantages of prenatal care 
and the care an expectant mother should receive from her physician. The Mother- 
Daughter Association includes almost all women’s clubs in the city. During the 
year 1925, speakers from the Detroit Obstetrical Society spoke on prenatal care 
to over 1,300 women at eighteen meetings. During the same period of time nine 
talks by members of thé Council of the Mother-Daughter Association were given 
to over 1,100 women to urge prenatal education for all parents. Also, copies of 
‘‘The Prospective Mother in the House of Health,’’ issued by the American Child 
Health Association, were sold to prospective mothers at these meetings. 

The Detroit Community Union has appropriated funds for the year 1926 to cover 
the expenses of furthering educational work in prenatal care through the Mother- 
Daughter Association. 

The Detroit Obstetrical Society has issued an outline for a talk for its members 
to use when speaking to women’s clubs. This gives detailed information as to the 
advantages of prenatal care, and the speaker urges his audience to make use of 
modern prenatal care from the onset of pregnancy. 


COMMENT 


Prenatal care is in its infancy. When properly understood and generally fol- 
lowed, it will be the greatest aid in making childbirth safer for mother and child. 
The objective of the medical profession should be to train its members to give 
modern prenatal care, and to educate all people as to the benefits of this care. There 
must be close cooperation between the medical profession and the public in the 
furtherance of prenatal care. Lay organizations are necessary to induce the public 
to demand good medical care during pregnancy. More and better maternity hos- 
pitals are needed to provide modern facilities for childbirth for women who have 
had adequate prenatal care. 


Society Transactions 


AMERICAN ASSOCIATION OF OBSTETRICIANS, GYNECOL. 
OGISTS, AND ABDOMINAL SURGEONS 


THIRTY-EIGHTH ANNUAL MEETING 
HOT SPRINGS, VA., SEPTEMBER 16, 17, AND 18, 1925 
Dr. Asa B. Davis or New York, PRESIDING 


(Continued from April) 


A paper on Ligation of Inferior Vena Cava, was read by Dr. O. G. 
Prarr, INDIANAPOLIS, IND. (See page 660.) 


Dr. Jonn F. Erpwann, New Crry, read a paper on Diverticulitis 
of the Colon. (See page 609.) 


DISCUSSION 


DR. CHARLES GORDON HEYD, New York Crry.—Diverticulitis oeeurs much 
more frequently than we suppose. Many x-ray pictures show a multiplicity of 
diverticula. Many of them do not progress to infeetion or ulceration. 

In regard to the colon there are two very interesting physiologie facts which 
might point to the prominence of diverticulitis in the region of the sigmoid. The 
first is the presence of a nodal point at the junction of sigmoid and upper reetum 
which acts as a controlling mechanism for sigmoidal movement. At this level there 
is a normal stasis of material and the effect of spasm at this nodal point would 
be dilatation of the sigmoid and descending colon. The seeond physiologic faet 
is that these cases occur preponderantly in the obese. Whenever fat is laid down 
in the individual there is always an excess of fatty deposit beneath the fascial 
structures and in the periarterial tissues. An excess of fat beneath the submucous 
layer would represent a weakening of that layer and the passage of blood vessels 
through a weakened submucous layer might result in diverticula under any inerease 
of intraluminal pressure. 

While true diverticula are found from the pharynx to the anus and are probably 
always congenital, false diverticula presuppose some mechanical factor that weakens 
the integrity of the submucous layer and allows protrusion or eversion of the 
mucous membrane. 

The symptomatology of diverticulitis is ordinarily progressive. The first phase 
would be disturbance of function with irritability from retention of fecal material 
within the diverticula. The second phase would be the effect of perforation and the 
recognition of symptoms that come from extravasation of intestinal material into 
the peritoneal cavity. The third phase would be the stage of development of 
symptoms of obstruction. 

Necessarily, the treatment is correlated with the stage of pathology that is 
exhibited. In the stage of irritation the patient probably demands very little treat- 
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ment. The habitual cleansing of the bowels or the normal daily evacuation are 
sufficient to maintain the drainage of the diverticula into the colonie tract. In 
the stage of perforation we have essentially the treatment of intraabdominal 
abseess. This treatment embraces surgical drainage and such local repair as is 
possible. The moment obstruction intervenes we are dealing with an entirely dif- 
ferent proposition, Surgery of intestinal obstruction represents first the attempt 
to save life by removal of the obstruction and providing a means for evacuation 
of the obstructed bowel. Complete obstruction of the gastrointestinal tract means 
early death and the outstanding surgical indication is conservation of life by 
providing for the drainage of the alimentary contents. The reconstruction of the 
alimentary canal comes later and is a conservative operation and not. life-saving. 

I recall a ease of a negress with a huge pelvic tumor which was diagnosed as 
sarcoma. A colostomy was done and the unfortunate patient was dismissed with the 
idea that she hadn’t long to live. Four years later she came into the dispensary 
and said she was tired of having a colostomy and asked if we could close it. We 
did so and found that she had an entirely normal pelvis. There is no question, in 
the hypercritical review of the case, that the woman had had a perforating divertieu- 
litis. 

We have operated and drained an abscess on the left side and have not been sure 
of the origin of the infection and considered it as an occasional left-sided ap- 
pendicitis. Now our students are taught that ‘‘left-sided appendicitis is a perforat- 


ing diverticulitis. ’ It is a much more common condition than we have heretofore 
realized. 

The prognosis is dependent upon diagnosis and reconstruction of that portion 
of the intestinal tract, and the condition is always associated with a very guarded 
prognosis, for what happens in one location may happen at a subsequent date in 


another area of the colon. 


DR. WM. W. BABCOCK, PHILADELPHIA, PA.—It is curious that the profession 
has been so slow in appreciating the pathologic condition of diverticulitis. It is 
said that the late Dr. Hayes Agnew used to take some of his friends to see a man 
who had the curious condition, as he thought, of passing gas by the urethra; and 
this condition was viewed with the greatest interest as a surgical curiosity. Dr. 
Agnew apparently had no conception of diverticulitis. Most of us as students 
heard or read nothing of diverticulitis. The American Textbook of Surgery, whieh 
we studied, was edited by two well-known Philadelphia surgeons; and in this book 
no reference was made to diverticulitis and yet, both of these authors later developed 
the condition. Both were operated upon with intestinal resection and both reeov- 
ered from the operation. One, some years later, died with seeondary malignant 
involvement of the spine; the second, had a nonmalignant type and fortunately is 
still living. These were among the earlier cases reported by Dr. Mayo. Our largest 
eneyelopedia of medicine and surgery had no reference to this condition. The 
editor, also a noted Philadelphia teacher and author, had diverticulitis and was 
operated upon. 

A fourth Philadelphia physician, a professor of therapeuties, also had the disease 
and thus had the matter first brought foreibly to his attention. 

From the paper and discussion made here, it is evident that the disease has re- 
peatedly afflicted doetors. Years before his operation, one of the alfflicted surgeons 
had written what was to me a peculiar article advocating the universal use of the 
bidet as a most necessary article of the toilet. Now we ean understand that it was 
the early symptoms of diverticulitis that inspired the doctor’s pen. Here is a eondi- 
tion that may develop suddenly with acute, peritoneal manifestations, that the 
physician usually mistakes for a typical form of appendicitis; or it develops a 
little less aeutely with obstructive symptoms, or very frequently as a chronic eondi- 
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tion with progressive ulceration and perforation of other adjacent organs, par 
ticularly the bladder. 


A patient of middle age who gives a history of passing gas or feces with the 
urine should at once make us think of a chronic perforative type of diverticulitis, 
for this is one of the few things that produce such perforation. Of course, perforg. 
tion occurs with malignancy and other inflammatory conditions, but diverticulitis 
is a very important cause. It is surprising that these patients will walk about and 
may continue to walk for weeks and even months, despite the chronic perforation, 
One of the doctors I mentioned went about doing his work for months and later, 
we found a perforation in the bladder, and in fact, multiple perforations jp- 
volving other portions of the intestines. Another doctor that I saw also had the 
slower type of perforation and thought he might be developing a hernia. He 
noticed a lump in the left groin which gradually became more tender and bothered 
him when walking about, although he continued his practice. The diverticulum 
had adhered to the abdominal wall and was slowly perforating into it. 


The treatment is like that of any of the similar conditions involving the large 
bowel. With some of the chronic adhesive complications it may well test the skill 
of any surgeon. I know of nothing that may be as difficult as any operation upon 
one of these chronie forms of diverticulitis, where everything is fused by the 
densest possible adhesions. The problem of operation attaches a most important 
and serious one. A prolonged dissecting operation, with the idea of cutting out a 
portion of the sigmoid or colon and making an anastomosis may jeopardize the 
life of the patient. Often a palliative operation is best. 

If the sigmoid can be liberated, a loop may be first brought out and, after 
adhesions have formed, excision and later restoration of the continuity of the bowel 
is to be thought of. In some eases, the adhesions and perforations are so deep in the 
pelvis that one cannot well bring out the portion that is involved, and then one 
has to consider a very difficult and dangerous operation of the anastomotic type 
with the possibility of secondary leakage; or a temporary colostomy; or artificial 
anus with the hope of later restoring the lumen of the bowel. 


DR. JAMES E. DAVIS, Derrorr, Micit.—This condition does occur most fre- 
quently in the individual of the fat type, but I am convinced that it also occurs in 
the atonie type, and the elderly individual who is poorly nourished, who has a condi- 
tion of general atony, or perhaps only local atony. I do not believe that 
this oceurs only in the fat individual because it does oceur, as Dr. 
Erdmann has reported, in young children. These children, in my experience, are 
poorly nourished, and the muscles of the intestinal tract are very poorly developed 
as well as the neuromuscular apparatus. The myenteric plexuses are difficult to 
find; there is quite an uneven distribution in their size. 

I am very sure that the evidence seems to point to the fact that this is a con- 
genital condition usually, but I am also persuaded that it can be acquired. When 
of the latter type, it is a neuromuscular, neurovascular or an atonie condition 
usually. 


DR. JOHN O. POLAK, Brooktyx, N. Y.—While this does not refer really to 
diverticulitis, I understood Dr. Erdmann to make the statement that he operated 
on acute pus-tubes, and in closing I would like him to state what the justification 
is for doing that, or if he makes his decision in accordance with the type of in- 
fection with which he is dealing? 


DR. JAMES E. KING, Burra.o, N. Y.—I would like to add one possible symptom 
to this interesting question of diverticulitis. A man 68 years of age entered in the 
hospital, on the medical service. During the last few days of his life he had a 
diarrhea and it was reported that in the diarrheal stools there were a number of 
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small fecal concretions which could not be accounted for. At postmortem it was 
evident where they came from; his entire colon was studded with diverticula, some 
of them being empty and some filled with these concretions that Dr. Erdmann has 
spoken of. Possibly a careful study of some of these cases where such a condition 
might be suspected, would show the presence of these concretions in the stool and a 
diagnosis might thus be made. 


DR. ERDMANN (closing).—In regard to Dr. Morris’ statement, I have not 
had any unusual adhesions in these cases. I simply remove the foeus, whether it 
be a pus focus or a chronic thickening, draining as short a time as possible, and the 
results are very good. 

Diverticulosis is shown by x-ray. There is hardly a day when we do not see 
a patient who is being treated for some other definite lesion, having the diverticula 
show up. Many times while operating, too, we find diverticula throughout the 
abdomen. I feel that the majority of operations for this condition are in the fat 
individuals. 

As to the stools containing small concretions, they are evidently from these 
diverticula, because often when operating we have found diverticula in the colon, 
containing small lumps, which will disappear without any difficulty just by manipulat- 
ing the organ; in other cases they will not. It might be suggested that in the 


presence of such stools an x-ray should be taken. 


Dr. A. J. Roney, New York Crry read a paper on Oviduct Insufflation: 
A Study Based upon 400 Cases. (See page 616.) 


DISCUSSION 

DR. JOHN O. POLAK, Brooktyn.—While this procedure is of great diagnostic 
confirmatory value, it is not free from danger. I, too, have had severe cases of 
syncope following the procedure. These tests should not be done as routine in 
the office. It is a definitely surgical procedure, and premorphinization adds very 
materially to the facility with which it may be done. Not infrequently the inter- 
stitial portion of the tube, running as it does through the, musculature of the uterus 
will shut down and no gas passes at 200 under the first pressure. Then it is well 
to stop and not repeat the test. In a little while, the gas will pass through at a 
pressure of 120 perhaps. In other words, there is the same come-back in that 
voluntary muscle that there is in any other structure that is assaulted. 

It is unwise to tell any woman after you have been unable to pass gas through 
the tube that she cannot become pregnant. I have had the chagrin this year of 
receiving three letters from patients telling me they had come a great distance to 
get my opinion and to learn that their tubes were closed, and that later a eountry 
physician had with little treatment succeeded in making it possible for them to be- 
come pregnant. 

These tubes that we are inclined to take out during the acute stage may get 
well later, and I have seen women supposed to be sterile who have borne children, 
after 18 to 20 years. 

Another point I want to impress is that no ease with cervical discharge should 
be insufflated. 

The doctor said, I think, that no operation on a cervix cures sterility. The 
exception is the immense vaginal hypertrophies; in those cases amputation does 
cure in a fairly large number of cases. 

I would call attention to the value of Kennedy’s work which is the injection of a 
substance into the uterus and tubes and then the x-ray picture locating the point 
of obstruction. Personally, I cannot see any advantage in salpingostomy. Tt is 
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better to tie a piece of catgut around the tube and nature takes care of it bette; 
than the plastic procedure; those are the only cases in which I have gotten satis 
faction. 


DR. WM. A. COVENTRY, DeuLuru, Mixn.—l have done about 250 cases oj 
insufflation in the office. I began with the 


more complicated apparatus of Rubin 
but have now abandoned it and use a simple 


air insufflation, without gas or oxygen, 
I use an ordinary bladder irrigation syringe that holds about 30 to 40 ee. of gir 
a silver posturethral catheter with a rubber 


tip on it, of course, following all the 
precautions. 


I have had only one case that has given me any trouble, and that was a post: 
insufflation complication, where the preliminary examination of the pelvis was not 
as carefully done as it ought to have been. 


DR. ROBERT T. MORRIS, New York Crry.—l would like to ask Dr. Rongy 
if a small degree of patency may allow us to anticipate extrauterine pregnancy? 
For example, I do not take out the tubes in pyosalpinx; I split them lengthwise, 
drain, and some months later cut the tubes loose from the abdominal wall. The 
oviduct will then be found to be sound again and sometimes new fimbriae have 
developed. In some of those cases I have told the patients they were likely to have 
extrauterine pregnancy. 

DR. CHARLES L. BONIFIELD, Cincinnati, On10.—TI rise to diseuss not so 
much insufflation, but the problem of sterility. As one of the speakers has said, 
it is not a very simple matter; there is a lot we do not know about it. 

Dr. Rongy said one thing with which I cannot quite agree—that if you pass a 
sound of a certain size through the cervical canal, that demonstrates that there is 
really no obstruction that would prevent spermatozoa from going up. 
membrane is very similar to that which lines other cavities. When you have a bad 
cold, you can pass a sound up your nose but the air will not go through. 
membrane becomes edematous and while air will not 
difficulty in getting a sound through. 


The mucous 


The mucous 
go through, you have no 
Every doctor knows he has eured many 
eases of sterility by getting the uterine cavity in a healthy condition, by curetting 
and improving the drainage. At least, pregnancy occurred afterward, whether that 
was the cause of it or not, and that is about all you can say about any treatment. 

A few months ago I operated upon a young married woman, otherwise healthy, 
for a cyst of the ovary about the size of a grapefruit. The operation was done 
expeditiously and with as little trauma as possible. Six months later—that is, 
on the twentieth of July—while I was sway on my vacation, she had a tubal abor- 
tion. On my return home I diagnosed her case aad removed the blood clots through 
a vaginal incision. This patient had * living child about a year old. 

Another case that occurred within : ie 


last six months was a woman who had 
never been pregnant. 


I removed a somewhat larger cyst for her. 


Her general 
health improved very much for about 


four months, when she, too, had a_tubai 
pregnancy which I operated on after abortion, through 


a median ‘abdominal in- 
cision. 


Why these patients should become pregnant in the tube, I cannot explain. 


DR. BURNLEY LANKFORD, Norro_k, Va.—The probability has been sug 
gested of a plug of mucus being able to close the cervix to such an extent as to 
prevent fertilization taking place. It seems to me there must be some other factor. 
Most of those cases that I have seen have been cervices that are widely open. 
The spermatozoon is very active and mucus is its normal habitat and if it is in a 
healthy condition will surely go against the stream! 


There must be some other 
cause of obstruction than a simple plug of mucus. 


However, if Dr. Rongy has 
some better plan of removing the mucus, than the cautery knife, I would like 


him 
to enlarge upon that. 
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DR. HENRY SCHMITZ, Cuicaco, ILL.—We use a very simple apparatus in 
tubal insufflation which consists of an ordinary blood pressure apparatus. A 
Y-shaped tube is attached to the uterine cannula, by one end, to the other the mano- 
meter, and to the third the airbulb. The uterus will tolerate 15 ¢.c. of gas or 
air. It is not necessary to have more than 30 ¢.c. of gas at one’s disposal to make 
this test. By using the manometer the pressure is absolutely under control and the 
exact pressure of air can be determined that is necessary to force gas through the 
tubes. Insufflation of air may cause a spasm somewhere in the canal. To over- 
eome this the insufflation is preceded by the administration of 5 minims of bella- 
donna every two hours for several days. 

The great number of patients with apparently closed tubes has surprised us, 
though repeated examinations soon after cessation of the menstrual flow are made. 
We often find at operation that the tubes are patent by using the Curtis method of 
foreing the air from the fimbriated extremity down into the uterine cavity which 
is the natural and physiologie route. 

The catheter is supplied with a three pronged sleeve which holds the cannula 
air tight against the cervix. During operation air may be forced up and its escape 
observed at the fimbria. If air does not pass, the Curtis method is used and in 
quite a number air escapes easily down into the uterus, 


DR. JAMES E. DAVIS, Dernorr, Mich.—The microscopie examination of oviducts 
gives abundant evidence of the wonderful reparative powers of these tissues. It 
is perfectly amazing what repairs are observed in tubes that have passed through 
the most severe types of infection, and after the repair is complete you will find 
hardly any evidence of what has gone before. 


DR. RONGY (closing).—I want to say that I thoroughly agree with most of 
the speakers that oviduct insufflation is at the present, only a diagnostie procedure, 
and helps us very little from a therapeutic standpoint. 

Dr. Polak stated that the only indication for cervical operation is a vaginal 
hypertrophy of the cervix. I still cannot help but think that even when the cervix 
is hypertrophied we should let it alone. ' 

I do not agree with Dr. Coventry that these patients should be insufflated in 
the office. 

It is advisable to have an assistant listeu over the abdomen for the escape of 
gas through the tubes, and this is difficult to carry out in an office. 

I don’t believe we can anticipate ectopic pregnancy. I do not think the ques- 
tion of gas passing through the tubes wl in any way have any bearing upon 
ectopic pregnancy. 


Dr. Bonifield has said that a swollen iacous membrane of the cervix may permit 
the passage of a cannula and yet not permit the passage of a spermatozoon. I can- 
not see the logic of that. The fact that many women become pregnant after an 
operation upon the cervix of one form or another doesn’t prove anything. You 
will find that a number of surgical procedures have been given up, which were 
thought to be of a curative nature for the time being. I do not see how a splitting 
of the anterior and posterior lips can in any way help to cure sterility. 


Dr. Lankford spoke of the cervical mucous plugs. In a large number of instances 
they may not prevent the passage of spermatozoa, yet they may act as a barrier 
and it is well to have them removed. TI have no other method of treatment for 
these cervical discharges than by the electrie cautery, but following this treatment 
you will find that the discharge is practically cured. I don’t think we have a better 
method. For spasm of the tubes we used to use morphine and scopolamine but I 
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intend to use belladonna in the future. 1 think if it is used over a period of forty- 
eight hours before the examination it may help a great many of these cases. ; 

All of us who have practiced in a hospital for any length of time must agree 
with Dr. Davis that the reparative process of the tubes is at times amazing; 
general surgeons have really no conception of pelvic pathology. All of us haye 
seen tubes that have been swollen; then later resolution took place and some of 
the women became pregnant. Operations on the genital organs of these young 
women must be delayed as long as possible. We must realize that a conservation 
of the tubes and ovaries ean he accomplished much better during the chronic stage 
than during the acute stage. 


(To be continued.) 


THE NEW YORK OBSTETRICAL SOCIETY 
MEETING OF NOVEMBER 10, 1925 


Tue Presipent, Dr. O. PAUL HUMPSTONE, IN THE CHAIR 


Dr. E. A. BuLLARD read a paper entitled The End-Results of Operations 
for Uterine Prolapse at the Woman’s Hospital 1915-1925. (For orig- 


inal article see page 623.) 
DISCUSSION 


DR. W. E. STUDDIFORD.—It is a difficult thing to draw positive conclusions 
from the histories of that number of operations. The first table shows one of the 
great difficulties; namely, the adequate description of the character of the prolapse. 
It also shows another thing, that, with the exception of Table X, in which there is 
a series of only four cases, every type of operation gives a certain percentage of 
failure. I think that is the experience of every one who has done any large amount 
of work in this class of cases, and while infection may be responsible for a certain 
small percentage of bad results, the usual eause is a badly-seleeted type of operation 
for the individual ease. It means that that case was not studied as to the causative 
factors and what the condition was which should be repaired. Of course, it is very 
difficult to get a result which is one hundred per eent perfeet, because you are deal- 
ing with women who have bad tissues to repair. A woman who is thin has the po- 
tentialities of a hernia in almost any part of hes body. She is one type of case 
that will almost always get a prolapse. She may get a prolapse even if she never 
has a child, and if she does have a child she is the type of woman that very often 
has a precipitate labor; she will have a labor in which everything is foreed out and 
the uterus is down shortly after the first pregnancy. They are a very bad type of 
ease to handle and one of the most difficult types in which to get a complete repair. 

I also was interested to hear that the Watkins operation is not entirely successful. 
The Watkins operation is easy to do. It means opening the anterior eculdesae and 
if an operator is careful and pushes the bladder up through the peritoneum and 
pulls the uterus up and sews it to the anterior wall, he has cured the prolapse, and 
that is the end of it. If he subsequently has to do a cesarean section in one of 
those, he is not so enthusiastic; or if at a later date he removes from the bladder 
a gauze pad that was forgotten when there was a little bleeding during the Watkins 
operation. 

The Watkins operation has a distinet indication in a certain type of case, a case 
in which haste is possibly an indication, such as in an elderly woman who has a pro- 
lapse, but one thing must be present if the operation is,to be a suecess; there must 
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be very little prolapse of the posterior segment; the sacrouterine ligaments must be 
still holding. When an enterocele follows the Watkins operation one ean be pretty 
sure that he did a very poor operation at the start. 

I am glad to see the doctor present this because there have been papers read in 
the past, in which some one type of operation was recommended with one hundred 
per cent of cures. Now, there never was an operation for prolapse of the uterus 
that would give one hundred per cent of cures. 


DR. GEORGE G. WARD.—This work emphasizes the great need and import of 
having an efficient follow-up system and real records. 

The one thing that strikes me as of great interest in his charts is that the per- 
centages of successes are so high. I really was very much surprised, as I had no 
idea that his research would show that there was such a high percentage of satisfac- 
tory results. 

The fact that you cannot promise a cure in all cases was brought well to my 
mind this afternoon. I had an operation for so-cailed complete procidentia—the 
entire anterior vaginal wall was out, the cervix was out, and the uterus was about 
four inches in depth, in a woman at the time of the menopause. It was simple 
enough to do the Mayo operation, but when it came to restoring the pelvie floor, 
which is very essential for success, difficulty arose because the patient evidently had 
had a severe forceps delivery in the past. The vaginal walls on both sides, in either 
suleus, were densely adherent to the bone and it was impossible to lift up the pos- 
terior segment of the pelvie floor in order to bring it up against the anterior seg- 
ment. I dissected away the tissues from the scar to the best of my ability and got 
approximation, but after I had finished there was a gap of at least one inch be- 
tween the anterior and posterior segments, and there was no way that I knew of 
whereby I could overcome that condition. I made a note when I dictated that oper- 
ation that there probably would be a partially satisfactory result, because of the 
inability to bring the posterior segment of the pelvie floor in its proper position up 
against the anterior segment. This case is mentioned merely to show that no one 
ean say that he has an ideal operation which ean be applied to every case that he 
has in hand. 


DR. HALSTED.—In looking over the prolapse cases operated upon at Sloane 
Hospital for the past two and a half years, I found the third most common symp- 
tom was incontinence of urine. I feel that this is very important and we should 
make a special effort to cure the incontinence when we operate on these eases. It 
apparently is cured by most of these operations automatically, but I do not think 
it is aimed at often enough individually. 

Another thing in regard to the Watkins interposition operation, is that the uterus 
should be small. I see a good many of these cases in the eystoscopie clinie after 
operation and find that if the uterus is large it comes down into the region of the 
trigone, and not only does it distort both ureteral openings, but I have seen three 
‘ases where the patients had absolute incontinence and there was no way of curing 
this incontinence because the uterus was sewed down so that it held the urethra 
open, by encroaching on the internal sphincter. The only way in which these cases 
could possibly be helped would be to dissect out the uterus and remove some or all 
ot it, and this would be very difficult. 


DR. GORDON GIBSON.—To my mind the most important thing in the eure of 
the condition is the attention to the pelvic fascia. If you are going to get a good 
idea of procidentia you have to forget the uterus entirely. The uterus comes down 
because its supports are relaxed and it should be regarded in the same light as a 
hernia. 

It is not beeause you do a vaginal hysterectomy that you cure procidentia of the 
uterus: it is because it is no longer there to become procident. It is the work that 
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you do on the broad ligaments, and on the anterior vaginal wall, that holds the rest 
of the vagina up, and unless you do that you will get prolapse of the vagina. Thogp 
of you who have seen Watkins operations fail, where everything has become proci 
dent afterwards, realize what a bad condition you have to contend with, and it 
is not simply because of the fact that the uterus is brought down between the 
bladder, and the vagina that keeps it up, but it is the work done on the anterior 
vaginal wall, bringing the overstretched ligaments and fascia together in front of 
the cervix. 


DR. W. P. HEALY.—It is very interesting in looking over the statistics of the 
different types of operation to note the unanimity with which three out of four of 
the cases sueceeded despite the type of operation which was used. There was about 
75 per cent of success with any type of procedure. At the same time, I think it js 
very interesting that we are now able to get 75 per cent of success with almost any 
type of worth-while operation, because I am quite certain that up to 1915 we were 
not so successful in the treatment of procidentia uteri. 

There are recorded in this list, according to my study of these figures, only 16 
total failures out of 360 operative cases which is an encouraging feature, as the 
work was done by thirty different operators. Therefore, the treatment of uterine 
prolapse is beginning to be reasonably well standardized, and the selection of oper- 
ative procedures is being done with a good deal of judgment. It indicates that we 
realize that uterine prolapse cannot be treated by any one type of operative pro- 
cedure. 


DR. BULLARD (closing).—I am obsessed with the importance of complete fas- 
cial correction, whether the uterus be retroverted or anteverted. If the fascial cor- 
rection is complete, all about the cervix in particular, the uterus will stay up; it is 
the fascial hammock that must be faultlessly correct under the bladder, about the 
cervix, in the culdesae, and in the posterior vaginal wall. 

Apropos of what Dr. Halstead said about the necessity of using the Watkins 
operation only in eases having small uteri and of the vesieal irritability that he has 
seen, somebody once cystoscoped many bladders after the Watkins operation and 
found just what I have shown in this series; namely, the bladder distortion with 
much vesical irritability of one sort or another. 


OBSTETRICAL SOCIETY OF PHILADELPHIA 
MEETING OF DECEMBER 8, 1925 


THE PRESIDENT, Dr. BRrookE M. ANSPACH, IN THE CHAIR 


Dr. George Gray Warp, of New York (by invitation), delivered an 
address on Radium Treatment of Cancer of the Uterus. (For orig- 
inal paper, see page 439, April issue.) 


DISCUSSION 


DR. FLOYD E. KEENE.W—It is a source of satisfaction to realize that Dr. 
Ward confirms the opinions which we of Doctor John C. Clark’s Clinic hold regard- 
ing the use of radium, not only as applying to the technic of application, but also 
as to the results of treatment. We have limited ourselves to 100 milligrams of ra- 
dium element and have had no experience with the emanations. When we first began 
this work, every case of carcinoma of the cervix was treated, irrespective of the 
extent of the disease, with the exception of the very early cases which were sub- 
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jected to operation. Our experience has taught us, however, that care should be 
exercised in the proper selection of cases; while it is true that occasionally a very 
advanced ease of carcinoma of the cervix will show a marvelous cure, we must not 
be judged by one ease but rather by the results obtained from a large series, and 
with the advanced case with wide extension involving the bladder, reetum or broad 
ligaments, we believe that radium may do more harm than good. The technie we 
have employed has been practically identical with that used by Doctor Ward. For- 
merly, a second dose of radium was applied six weeks after the first as a more or 
less routine procedure. Of late, however, we have been governed entirely by the 
results of the first treatment as to whether or not a second is advisable. It has been 
our opinion that beneficial results of radium have come largely from the first treat- 
ment. As Dr. Ward has said, following upon irradiation there is an eneapsulation 
of the cancer eells by a fibrosis which renders them more inaccessible to the action 
of radium, and secondly, such tissue is poorly resistant and may readily break down, 
giving rise to a fistula formation if too much radium is used. Dr. Ward’s sugges- 
tion that a permanent catheter be introduced and kept in place during the time the 
radium is being applied is a very excellent one and T believe that in this way many 
distressing bladder symptoms will be avoided. IT think there is no question that radium 
is the treatment par excellence for the more advanced eases of earcinoma of the 
cervix in that it diminishes bleeding and discharge and even pain in a large per- 
centage of cases. In about 15 per cent there seems to be an exaggeration of symp- 
toms, while in 65 per cent there will be a loeal healing with eomplete cessation of 
hemorrhage and foul discharge. Such palliation may last for months or even years 
before recurrence. In classifying our cases of earecinoma of the eervix, we follow 
much the same plan as that recommended by the Ameriean College of Surgeons. 
Doctor Ferguson, who was formerly on our service at the University Hospital, has 
just finished a compilation of our cases treated since 1919 and of these 184 have 
been examined by one of the members of our Staff. Of this number, 94 have passed 
the five-year interval. One point which Dr. Ward did not mention is the use of 
eautery excision of the malignant cervix. In this series above referred to, there 
were 28 patients in whom a cautery amputation was done who were treated five 
years or more ago. Of this number, there were three deaths: one from peritonitis 
and two from septicemia, giving an operative mortality of a little over 10 per cent, 
but with a five-year cure of a little over 42 per cent. Of the Group I cases which 
were treated five years or more ago there were 15,—7 of these were treated with 
radium alone with two five-year cures or 28.5 per cent. High cautery amputation 
plus the radium was used in 6 with five five-year cures or 83 per cent, giving a total 
five-year cure in the 13 early eases either by radium alone or by high amputation 
plus radium of 53.8 per cent. While, of course, this series is too small upon which 
to base any definite conclusion, it seems to us that it does indicate that the best 
results are to be obtained from a combined use of the cautery and radium. We are 
in full accord with Dr. Ward’s idea that a hysterectomy should not be done follow- 
ing an apparent cure by radium and for the reasons which he has so definitely 
pointed out. As to carcinoma of the fundus, we believe that operation should be 
done unless some very definite contraindication exists. Of those patients with ear- 
cinoma of the fundus in whom for some reason or other radium was used, about 20 
per cent are alive and apparently well after five years. 


DR. RICHARD C. NORRIS.—The 50 per cent definite cure is disappointing. It 
would be in any other class of medical or surgical eases. You speak of the general 
practitioner making an early diagnosis. We must have some other method of early 
diagnosis of carcinoma, before we blame him too severely. We ean only urge him 
to make no attempt at diagnosis. Any suspicious case should be submitted to the 
expert for a biopsy. The pity is that as soon as the patient thinks something is 
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wrong, it is too late for radium or surgery to effect a cure in one-half of such cases, 
Suppose carcinoma is diagnosed by an early biopsy and radium is applied, how fay 
does it radiate and destroy? Has every outpost of cancer been reached? How fay 
does the surgeon go with his operation, even the Wertheim? Clark showed the hope- 
lessness of removing outlying glands. It is a hopeless problem, as the results both 
of radium and surgery demonstrate and we must have light from another source. 
The cautery, so skillfully used by Dr. Byrne, of Brooklyn, with no better results 
since, is to be improved by applying radium. Will that also destroy all cancer 
outposts? I fear not. I agree with Dr. Hirst not to forget surgery for these very 
early cases, that happen not to have outposts of cancer cells. If it can be shown 
that radium’s effect is not direct, but inhibits cancer change through some as yet 
unknown biologic change in the blood or other tissues, then I will have more hope 
for its ultimate success. As to the technic of inserting radium needles, a recent 
mishap is worth noting. Applying a needle with silk attached for its withdrawal, 
the silk was cut by the trocar and cannula used and the needle lost itself in the 
tissues. Foreign bodies are difficult to remove sometimes. To remove this needle it 
was necessary to have an x-ray picture, a block-tin stem pessary having been placed 
in the cervix. A stereoscopic picture oriented the needle in the posterior wall of the 
uterus midway between the promontory and the symphysis. With the patient on a 
fluoroscopic table, the needle was finally grasped and removed. 

I have since that accident abandoned the silk withdrawal thread and the cannula 
and trocar. The needle threaded with a fine wire is held in a forceps and thrust 
into place. 


DR. ALFRED HEINEBERG.—To me the most important point brought up has 
been the very close follow-up work of these cases. It is only by following up the 
cases closely that we can hope to have the excellent results which have followed Dr. 
Ward in the treatment of carcinoma. I would like to give you a report of the cases 
which we have radiated in the Gynecological Department of Jefferson Hospital since 
we have adopted intensive radiation in the last four years. The 86 cases we have 
are not sufficient, nor has sufficient time elapsed since the beginning of this treat- 
ment to come to any definite conclusions as to the effect of radiation in these cases. 
There is one other point which has been brought out, which has also been emphasized 
by the Germans; namely, the blood picture before the application of radium. He 
also brings out another point which we have neglected to a large extent in this coun- 
try; namely, that twice as many patients recover after the x-ray treatment whose 
living conditions are satisfactory, as do among those who must go back to work or 
to other conditions which are not favorable for the recuperation. 


DR. WARD (closing).—I have followed the work of Dr. Clark’s Clinie with the 
greatest interest, and I knew that they were using the cautery to remove tissue 
when exuberant but I did not know that they had adopted it as a routine technic. 
I think that it may prove a valuable contribution. We likewise consider the con- 
stitutional state of the patient a very important factor and use prophylactic blood 
transfusion on that account. We must realize that we are likely to forget what has 
been done in the past. Dr. Byrne’s high cautery amputation of the cervix showed 
wonderful results in those early days. 


Dr. CATHARINE MACFARLANE read a paper entitled Infection of the 
Abdominal Incision in 500 Gynecologic Laparotomies. (See page 
630.) 

DISCUSSION 
DR. EDWARD A. SCHUMANN.—Observation in many clinics and many varieties 


of operative procedures have led me to believe that the preparation of the patient, 
the method of operation, and method of wound closure have nothing whatsoever to 
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do with wound infection. In any well conducted clinie infections from the outside 
are in the great minority. The controlling factor is traumatism to the edge of the 
incision. I believe the moving retractor in the hands of assistants is a very impor- 
tant factor in producing wound infection, and I would advise a fixed retractor so 
tension is regulated by the operator or is not shifted. 


Dr. Francis A. Faucut (by invitation) read a paper entitled Blood 
Pressure and Urinary Findings in 100 Cases of Normal Pregnancy. 
(See page 633.) 

DISCUSSION 


DR. RICHARD C. NORRIS.—The frequency with which you find albuminuria 
varies; some place it as high as 80 per cent. Catheterized specimens and the delicacy 
of the test employed influence the frequency. Moderate albuminuria may be due to 
associated leucorrhea, to cystitis, or to pyelitis. It is important to know that you 
are dealing with renal albuminuria. You will find the Esbach test, from day to 
day, will tell you how the case is progressing and that, after all, is the important 
thing. It is the study of the case day by day as to the progressiveness of the com- 
bined symptoms of toxemia. As to glycosuria, the Doctor did not say how many 
of these cases were really lactosuria and not glycosuria. 

The chart shows that it is the combination of symptoms, not casts alone or blood 
pressure alone, that is important. Eighty per cent of pregnant women will show a 
systolic blood pressure between 100 and 130, the larger number nearer the lower 
range. The laboratory findings of acetone, diacetic acid and indican; the precise 
number and kind of casts; amount of urine voided, and the test of kidney efficiency 
are all valuable, but laboratory findings do not always explain what they find. 
When, with these findings, we note a rising blood pressure and progressive symptoms 
of grave toxemia, the patient has entered the danger zone. It is the progressively 
rising blood pressure, the progressive degree of albuminuria with failing kidney 
function and diminution in the amount of urine voided in twenty-four hours, and the 
other signs of toxemia, such as headache, itching of the skin, nausea, irritations 
throughout the body—the many complex manifestations of toxemia—that call for 
immediate treatment which is best carried out in a hospital. When the patient gets 
a blood pressure of 160 without associated kidney changes, we feel she is in the 
danger zone. We put her to bed and study the various functions of her body with 
every available laboratory aid. 

The chart, page 694, of 33 cases of grave toxemia in 1200 consecutive hospital 
patients (Preston Retreat) is of interest. First, the period of occurrence of grave 
toxemia cases with only one as early as the sixth month. Toxemia in the early 
months is the nausea and vomiting type. Six occurred in the sixth to eighth month, 
twenty-one in the eighth to ninth month, only five of them at term. This chart indi- 
eates the period of pregnancy when one should especially frequently examine the 
urine and blood pressure of pregnant patients. While once a month may do in the 
earlier months, more frequent examinations are in order after the seventh month. A 
specimen sent for examination is not enough. The patient should be seen; her blood 
pressure taken, her body functions studied, her diet and elimination looked into, and 
advice given as to her mode of life. 

Of these 33 cases, after appropriate eliminative treatment, 17 of them went into 
labor without doing anything to end their pregnancies. We induced labor in 16 
cases, 3 from seventh to ninth month and only 4 at or about term, showing again the 
dangerous period. In the first group there was an average of eighteen days’ treat- 
ment, before spontaneous termination of pregnancy occurred. Of that group of 
spontaneous labors, none died. In the second group (induced labors) one died from 
fulminating eclampsia. She had attended the prenatal clinic, with normal urine and 
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normal blood pressure, on four occasions. Three days after her last visit she felt 
well enough to go to the movies, came home, had a violent headache, was brought to 
the Retreat in an ambulance, having had six convulsions with profound coma, and 
died in about ten hours, never regaining consciousness. She was delivered within an 
hour by bag and forceps, the infant stillborn, from premature detachment of the 
placenta. That kind of case we cannot avoid. Fortunately they are very rare. 

In this group of cases nine infants were stillborn—five after spontaneous prema- 
ture Jabor, four after induction of labor. We cannot save so many babies, but we 
do save the mothers. At Preston Retreat, before we introduced the prenatal clinic, 
the frequency of eclampsia was one in about 200 patients. Occurrence of eclampsia 
in the last 1200 patients is 1 in 400. That reduction alone justifies prenatal work 
—the prevention of eclampsia. 

As to high blood pressure without albuminuria and casts, there were 4 such cases 
all oceurring within a week of term. We induced labor in three of them. Blood 
pressures were 175-162-174. There is a patient in the Hospital now with blood 
pressure of 170. She has no albuminuria, she has lost one of her kidneys, she has 
lost the right lobe of the thyroid gland operated a year ago for goiter. Her kidney 
is not failing her. Her high blood pressure is probably due to hyperthyroidism. 

The relative value of these two factors—-albuminuria and high blood pressure—is 
debatable. To estimate the gravity of toxemia the urinary studies are more to be 
relied upon. When both are progressively growing worse, despite active eliminative 
treatment, termination of pregnancy ‘is indicated regardless of the viability of the 
fetus. A gravely toxie mother usually means a gravely toxie, premature fetus, 
whose questionable viability is not to be put in the balance with the mother’s life. 


DR. FAUGHT.—Dr. Norris’ remarks are a supplement to my paper, since they 
are purely complementary to what I said, dealing entirely with the toxie type of 
eases, while I eliminated all those in which any suggestion of toxemia appeared and 
made no reference to them. Certainly we find variations in blood pressure in all 
individuals, in some more than others. I have made observations where the pressure 
was between 165 and 175 mm. Hg. systolie at the first observation and never found 
it again more than 140, so I have always said that individual blood pressure read- 
ings were notoriously misleading and have always been in the habit of checking them 


up. 


THE NEW ORLEANS GYNECOLOGICAL AND OBSTETRICAL 
SOCIETY 
MEETING OF DECEMBER 10, 1925. 


Dr. Hmuiarp E. Mituer reported a ease of Macerated Premature 
Twins with Six True Knots of the Cord. 


The patient was about six months’ pregnant and in labor. About four inches 
from the umbilical attachment of the first fetus there was a coil of knots of the 
cord. Immediately afterwards the foot of the second fetus presented. Delivery 
was accomplished by extraction. Both fetuses were dead and macerated, and there 
was distinet evidence of hydramnios. The second (smaller) of the twins seemed to 
be further along in the stage of decomposition than the first (larger). Careful ex- 
amination of the cord showed six true knots tied therein. 

The patient later gave me a rather interesting history. This was her second 
pregnancy, the first child being now some eleven months old. She is a very active 
girl and indulges in all sorts of athletics. About a month before this occurrence 
she had gone to her father’s plantation, where she had done considerable horsebaek 
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riding, and had personally supervised the branding of 400 cattle. For about ten 
days before her labor she had not felt life, but for a week prior to this cessation 

the activity of the fetuses was so pronounced that she had no rest at all. This 


seemed to bear out our assumption that the strangulation of the cord of the smaller 
twin had occurred first. 


Dr. J. W. NEwMAN read a paper on The Mechanics of Birth Injuries, 


Their Cause and Prevention, prepared jointly with Dr. Walter 5. 
Levy (see page 645). 


DISCUSSION 


DR. WALTER E. LEVY.—Holland, in his monograph on the subject, reports 300 
consecutive autopsies on stillborn fetuses of every type, and his thesis is issued 
as the official British Ministry of Health report. Intracranial hemorrhage is handled 
better in it than it is in the average textbook. He calls attention particularly to 
the anteroposterior pressure which causes the lateral compression and the lateral 
pressure which causes a lengthening of the anteroposterior diameter. In routine 
autopsies on every stillbirth on our service, we have found three intracranial hem- 
orrhages in 14 stillbirths from all causes. Our present article deals merely with the 
mechanism of birth injuries and the general aspects of their prevention. I believe 
we cannot emphasize too strongly the teaching of the mechanism of labor and also 
the fact that when we resort to version or forceps, we are simply trying to imitate 
the natural mechanism of a delivery and are not trying to substitute a new proce- 
dure for it. The teaching that midforeeps deliveries can be done in five minutes is 
utterly wrong. Munro-Kerr long ago called attention to the fact that the average 
midforceps delivery takes at least thirty minutes. It should imitate the natural 
methods of labor by alternate traction and relaxation, and so should give the head 
a chance to mold and the vagina time to iron out. 


DR. E. L. KING.—I agree with Dr. Newman that the key to success lies in 
handling each individual case on its own merits, refraining from blind adherence 
to routine. One of the most difficult problems in obstetrics is the decision when to 
apply forceps, and one of the most difficult performances in the same field is to 
refrain from applying them too soon. I try to impress upon my students the difii- 
culties of foreeps deliveries by telling them that, roughly, the danger of such a 
delivery varies as the square of the distance from the head to the vulva. That is, 
I try to emphasize that the further the head is from the vulva, the more difficult 
is the application, and certainly the more dangerous. Both in teaching and in 
practice I try to refrain from applying forceps in any instance until the head is 
well down, but I have seen numerous cases in which the application was delayed 
too long, and the child was either born dead or died soon afterwards. One of our 
prominent obstetricians once remarked that he did not believe that the prolongation 
of the perineal stage ever caused a baby’s death. I disagree absolutely. I think 
in this connection it is wise to stress again careful and frequent auscultation of the 
fetal heart, particularly when there is a delay in the delivery, and more particularly 
in any instance in which the position is posterior or in which the sagittal suture is 
in the transverse diameter and the head has not yet rotated anteriorly. Unlike Dr. 
Newman, I feel that in certain instances of breech presentations extraction is in- 
dicated, particularly in frank breech cases, when the legs are straight up in front. 
This is especially true of primiparae with large babies, in which there is a larger 
bulk to come through the pelvie canal than it can readily accommodate. In these 
instances, when the diagnosis is definite and dilatation is complete, I think it wise 
to bring down a leg and to proceed with a slow extraction. I also believe that 
occasionally, when the delivery of the aftercoming head is too slow, the application 


| 


NEW ORLEANS GYNECOLOGICAL AND OBSTETRICAL SOCIETY 697 


of forceps is a wise measure. Here, too, however, it is essential not to put the for- 
cepts on too soon and try to hurry the delivery. The head must be past the sacrum, 
down in the cavity, and the sagittal suture must have rotated anteriorly. Much less 
damage is done by this measure than will be caused by traction from below and 


pressure from above. 


DR. NEWMAN (closing).—I am glad to hear Dr. King emphasize also the 
dangers of a prolonged perineal stage; the average textbook almost ignores this 
condition, which is certainly responsible for a fair percentage of our fetal deaths. 
It should be stressed, however, that the worst thing in the practice of obstetrics is 
the use of the watch. We should govern our procedures by the indications, and not 
by the fact that the patient has been in labor a certain period of time. 


Dr. H. VerNon Sims read a paper on Malignant Degeneration of 
Uterine Leiomyomata and reported three cases. 


CASE 1.— C. G., aged forty-two years, colored female. Admitted to the hospital 
with a tentative diagnosis of fibroid of uterus. Past history irrelevant, menstrual 
history normal until present illness, which began six months ago with gradual onset. 
Now has severe lower abdominal pain, worse during periods, and profuse leucorrhea 
and metrorrhagia. No fever or vomiting. Onset apparently dated from miscarriage 
in June of the previous year. Operation, supravaginal hysterectomy. Pathologist’s 
report, malignant leiomyoma. Recovery. 


CASE 2.—A. H., aged forty-three years, colored female. Admitted with a com- 
plaint of pain in side and bleeding at irregular intervals for last seven or eight 
years, growing progressively worse for last two months. Menstrual history normal 
until five years ago, since which time periods have lasted from five to fifteen days or 
more and have recurred after six to fifteen days amenorrhea. Five children, youngest 
twenty years old. Tentative diagnosis multiple fibroids, size seven months’ preg- 
nancy. Hb. 50 per cent. Operation, supravaginal hysterectomy, left salpingo- 
oophorectomy, appendectomy. There was nothing to arouse the suspicion of malig- 
nancy except the friable condition of the fibroid, which was so marked that the 
vulsellum tore out repeatedly. Pathologist’s report malignant leiomyoma, atrophic 
and cystic endometritis, chronic proliferative salpingitis. The patient died on the 
fifth day postoperative. 


CASE 3.—L. J., aged sixty-four years, colored female. Past history irrelevant. 
Menopause eight years ago. Nine full-term deliveries, youngest child nineteen, one 
abortion. Indigestion and loss of weight for several years. Eight months ago 
noticed irregular spotting, which has continued since, and is now accompanied by 
backache and a foul discharge. Hb. 65 per cent. Diagnostic curettage revealed 
tissue apparently grossly malignant. Pathologist’s report fibrosarcoma. Laparotomy 
six days later. The uterus was about the size of a four months’ pregnancy with 
irregular, nodular areas which suggested malignancy both in color and appearance. 
There were some minute areas on the intestines which were vaguely suspicious. Com- 
plete hysterectomy, bilateral salpingo-oophorectomy. Pathologist’s report malignant 
leiomyoma of uterus, very rapidly growing. Previously reported from scrapings as 
fibrosarcoma, but sections selected from tumor show cells arise from smooth muscle 
and not from fibrinous tissue. Good recovery. 


DISCUSSION 


DR. T. B. SELLERS.—Statistics from various medical centers showing the rela- 
tive frequency of malignancy complicating utcrine myomata, emphasize the necessity 
of a careful macroscopic and microscopic examination of all tumors removed at 
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operation. I cannot explain why our incidence is not higher at Charity Hospital: 
I remember only one case on our service for many years past. I have used radium 
in many selected cases of uterine fibroids with excellent results, but if malignancy 
occurs as frequently as some authors insist that it does, I question the advisability 
of its use, in view of the fact that it is not the ideal treatment for malignancy of 
the uterine fundus. 


DR. HILLIARD E. MILLER.—In our very active service at Charity Hospital, 
only three cases of malignant changes have been reported within the last ten years, 
while in other clinics the incidence runs as high as + per cent. This seems to 
indicate that possibly our specimens are not being examined with the detail they 
should be. Dr. Sims’ statement that these conditions are likely only during the 
menopausal years or thereafter should be qualified. They occur in younger women 
also. I recall four or five cases in our private practice in which malignancy was 
found in young women, including one instance in which diagnostic curettage re- 
vealed it in a woman of twenty-eight, in whom we had not suspected any such 
condition. Any irregular bleeding, or any irregular blood-tinged discharge, should 
be regarded with suspicion whether the patient be twenty-five or seventy. 


DR. SIMS (closing).—Personally, I believe a more careful examination of 
the specimens is indicated than ;is usually done, and I think the higher 
incidence of malignancy in elinies in which careful examination is the rule will 
prove my point. Cullen’s clinic in Baltimore, for example, reports a com- 
paratively high incidence. He is looking for the condition and he finds it. We 
apparently are not looking, and we, therefore, do not find it. In the last case 
reported, both the gross and the microscopic findings were perfectly characteristic 
of the condition. We ought to insist that every suspicious area be thoroughly 
examined. I did not mean to convey the impression that malignaney of the 
fundus of the uterus occurred only at or after the menopause. Indeed in my own 
experience I recall at least one case in which it oecurred in a woman of thirty. 
In the cases IT investigated, however, it occurred in all instances either at or after 
the menopause, and that was the point I meant to bring out. 


Dr. AppLeY H. GuappeN, Jr., read a paper on The Conduct of Labor 
After Cesarean Section (see page 642). 


DISCUSSION 


DR. PHILIPS J. CARTER.—Rupture of the cesarean scar is due to one of 
two things. Infection is the first cause, not necessarily an obvious infection, but 
the low grade type which produces practically no clinical symptoms because the 
toxins are absorbed as they arise. The second cause, and it is a most important one, 
is the type and kind of suture material employed, plus, of course, technic, and the 
resistance of the uterine muscle to the sutures. When we suture in tiers and 
include the entire musculature of the uterus, we sometimes pull the sutures too tight, 
and when we do, a breaking down of the muscle is almost sure to follow. In the 
sears which give way you will always notice that rupture occurs where the scar is 
thinnest. I recall assisting in one operation in which the imminent rupture could 
be detected abdominally beforehand, and when we opened the abdomen we found 
the sear as thin as paper. Tying the sutures too tight will cause strangulation of 
the muscle fibers of the uterus and is dangerous. I cannot give a personal follow- 
up on any of my own eases of former cesarean, but in several instances at the 
hospital I have heard indirectly of some of these eases being delivered safely after- 
wards by natural channels. I believe interrupted sutures are the safest. It is my 
practice to use about a dozen chromic No. 2 sutures, running through all the layers, 
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including the endometrium, and all interrupted. Then I go over the top with a 
Cushing suture. In that way the first line is completely covered. If infection does 


oceur, only a few sutures may be involved and not the entire line. 


DR. W. E. LEVY.—I should like to report six cases, which are possibly included 
in Dr. Gladden’s figures, which I have personally delivered by the natural channels 
after a previous abdominal section. Of course in no case was the first operation 
done for contraction. In the average case in the clinic we had to take the patient’s 
word for it that the previous convalescence was smooth or stormy, so that we could 
decide upon the possibilities of a previous infection. We delivered all these cases 
in the hospital, and in more than one instance the operating room was ready in the 
event that rupture did occur. I recall delivering one woman twice per vaginam 
after cesarean section. The second stage of labor should be made as short as pos- 
sible in all these eases. The woman who has had her first baby by cesarean section 
is for all practical purposes a primipara, and the delivery meets as much resistance 
from below as if it were her first child. Four of my cases, as I recollect, were 
terminated by forceps as soon as these could be safely applied, that is, after full 
dilatation had occurred. I take issue with Dr. Gladden’s theory that labor should 
be induced ahead of term. We do not know the condition of the sear in any ease, 
and in my opinion it is just as likely to give way at eight as at nine months. Tf 
rupture should oceur, the danger of peritonitis is certainly greater if a foreign body 
has been introduced into the uterus than if the patient has been allowed to fall into 
labor normally. Of course, induction by the modified Watson method is perfectly 
safe, but I should certainly hesitate to do a mechanical induction. The best work 
on the uterine scar after section of which I have knowledge has been done by Otto 
Schwarz of Washington University at Barnes Hospital. He makes the point that 
there is no true muscle regeneration present, and that the fibrous thickness is de- 
pendent upon the type of healing and whether or not infection is present. This we 
cannot decide upon, but I would emphasize the point that we are gambling some- 
what when we risk natural delivery after cesarean section, although, as Dr. Gladden 
says, the chances are in our favor in view of the notoriously poor results of cesarean 
section in the average hands. 


DR. HILLIARD E. MILLER.—TI have had the goed fortune to take some five 
of these cases through a second labor, where the original cesarean had been done 
for conditions other than contraction, and I have had no rupture or threatened rup- 
ture in any of them. In all of them, however, as Dr. Levy has emphasized, as soon 
as the cervix was fully dilated and the head far enough down to make delivery 
possible, the patient was relieved of the strain of the second stage by forceps de- 
livery. I believe the danger of rupture is rather greater after the low operation, 
because the incision is made through the thinned out lower segment of the uterus. 
which has already been subjected to considerable stretching. Dr. Losee of the New 
York Lying-In Hospital some time ago made an extensive study of cesarean scars 
which were removed at subsequent operations, and he found that in practically every 
instance where the scar was weak, there was definite evidence that it had healed 
by granulation, or that the endometrium had not been properly closed and seepage 
of the lochia or elotted blood had occurred. For this reason he lays stress upon 
the necessity of closing the endometrium also. The old idea, which is contrary 
to this view, was that if the endometrium were closed, the lochia would infect the 
stitches as they went through it, but careful studies of cases in which closure of 
the endometrium was done proves that there is no particular danger from this 
source. For my own part, I propose in future cases to include the endometrium in 
my suture line. I might add that in one case in my series, in which I delivered 
the patient of her seeond baby by foreeps, Dr. Jeff Miller recently delivered her 
of triplets without instrumental assistance. 
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DR. E. L. KING.—We are always gambling, as Dr. Levy has said, when we 
deliver these cases by the natural route. I believe, too, that the incidence of rupture 
of the scar is more than the 4 or 5 per cent commonly reported. Several years ago 
Holland collected a series of several thousand cases delivered by cesarean section 
and made a report thereon in the British Journal of Obstetrics and Gynecology. 
Four hundred and forty-eight of these women were subsequently delivered of second 
babies, the incidence of rupture being about 4 per cent. In 352 cases, however, 
delivery was by a second cesarean operation; in other words, there was no chance 
of rupture, for natural delivery was not attempted. That left only 96 patients who 
were allowed to go into labor, and as 18 sears ruptured, the incidence is raised to 
over 18 per cent. You will note how that compares with Dr. Gladden’s series of 
15 cases with 3 ruptures. I take it that we are really deluding ourselves when we 
say that the incidence of rupture is from 8 to 5 per cent, but I still believe that 
the chances are in our favor when we attempt delivery from below. The method 
of suturing has attracted much attention, and in this article of Holland’s to which 
I refer the statistics seem to show a leaning towards interrupted, buried silkworm 
sutures to close the uterine wall, reenforced by catgut for the uterine peritoneum. 
The series of silkworm cases, however, was too small to justify basing any definite 
conclusions thereon. To my mind the suture material does not make nearly so much 
difference as the technic. We have to bear in mind always that in these uteri, 
involution is going on and a wound originally 4 inches, say, at the end of a few 
days is not more than half as large, so that there is bound to be some slack in our 
stitches, and the wound may open up and heal secondarily instead of primarily. 
Dr. Gamble of Johns Hopkins studied histologically a series of 15 uteri removed 
at operation subsequent to a former cesarean section, and compared the condition 
of the scar with the temperature chart of the former operation. He found no 
apparent correlation between the condition of the scar and the former convalescence. 
Patients with febrile charts showed strong scars, and patients with practically nor- 
mal temperatures showed weak scars, which seems to prove that reliance on the 
history of the former convalescence may give us a false sense of security. I believe 
that we are right in attempting the delivery of selected cases from below, but I also 
believe that we are running considerable risk of rupture, and if this does occur, the 
mortality rate will be high. I remember one patient who was delivered of her first 
baby by cesarean section. In her second labor she was in the operating room on 
the table, ready for laparotomy, when rupture of the scar occurred, and death 
ensued before the operation could be completed. I would like to add to Dr. Glad- 
den’s series a case which was recently delivered at Touro with excellent results by 
midforceps. I have information also regarding another case, which is possibly in- 
eluded in Dr. Levy’s number. She had her first baby by cesarean section at Charity 
Hospital many years ago, her second baby by cesarean section at Touro, her third 
baby was delivered there by Dr. W. E. Levy by midforceps, and her fourth baby 
has recently been delivered by the natural channel without instrumental assistance 
of any sort. 


DR. GLADDEN (closing).—I did not, of course, intend to try to draw any 
conclusions from a series of 21 cases, but I did mean to make the point that the 
old theory that one cesarean means a second cesarean is not necessarily good ob- 
stetrics. All of the literature I have consulted on this subject seems to stress ap- 
proximation of the uterine layers as the most important single factor in guarding 
against subsequent rupture, and not including the endometrium, as it would weaken 
the scar. The idea of inducing labor in these cases prematurely is that it is easier 
to deliver a five pound baby than an eight pound one, and that the strain on the 
uterine muscle with its possibly weak sear is certainly less. I can see Dr. Levy’s 
point, however, that there is an added danger of infection if rupture does occur and 
there has been interference. 
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NEW YORK ACADEMY OF MEDICINE 
SECTION ON OBSTETRICS AND GYNECOLOGY 
STATED MEETING, HELD OCTOBER 27, 1925 


Dr. Epwin W. HouuaApDAy IN THE CHAIR 


Drs. JosepH W. Draper AND W. E. Sruppirorp, Jr., presented (by in- 
vitation) the report of A Case of Actinomycosis of the Tubes and 
Ovaries. (For original article see page 603.) 


DISCUSSION 


DR. M. ROBINSON.—About six years ago I reported a case of actino- 
mycosis of both ovaries in a girl of thirteen. The lesions at the time were 
identical with those presented but this girl had not menstruated as yet. There 
were no evidences or clues to lead one to suppose that there was any entry per 
vaginam or through the genital tract. The patient lived for about one year after 
the operation and finally died of the actinomycosis. 


DR. ALFRED PLAUT.—In the last two years in the Woman’s Hospital I 
have seen two cases of actinomycosis in the abdominal cavity of women. One 
patient was a colored woman about twenty-three years of age, who had been 
complaining of heaviness and pain in the abdomen for about one year. At opera- 
tion, by Dr. Bryon Goff, adnexal masses were found which were partly hard 
and partly soft. The operation was exceedingly difficult and required two hours. 
The uterus seemed to be normal, and in order not to prolong the operation, it was 
ieft. Clinically the entire mass gave the suggestion of myoma and adhesions. 
There was a great quantity of yellow material with a similarity to corpus luteum. 
Microscopically it was found to be granulation tissue with an enormous number 
of giant cells, and I found a few actinomyeotie granules. I could make the 
diagnosis in this ease only after long study. This yellow tissue was chiefly 
pscudoxanthomatous in type and had accumulated in such a manner as to suggest 
a tumor-like growth, but there was no tumor; it was only actinomyeosis. The 
woman is now in perfect health. No abnormality can be felt in the abdomen 
now, a year and a half after operation. She had a sinus in the first few weeks 
but this healed. How long she will remain in good health, I really cannot prog- 
nosticate, 

The second specimen reached me only a few hours ago. The patient was 
operated upon by Dr. Sturmdorf for an abdominal tumor. A mass the size of a 
fist, looking very’ mueh like a firm large carcinoma of the breast, had been ad- 
herent to the eecum. It gave the impression of a so-called pseudosareoma or 
inflammatory tumor, but there was no history of an inflammatory condition in 
the abdomen during the past two years. TI was unable to make a diagnosis on 
the gross specimen, although earcinoma did not seem probable to me. Frozen 
sections showed only connective tissue and TI reported that probably it was one 
of these eases. When the complete specimen was examined, IT saw that it con- 
tained pus and neerotie material and that in the center of the necrosis was a 
granule the size of a poppy-seed. The diagnosis of actinomycosis was confirmed 
hy microseopie examination. Certain small masses, on further examination showed 
typical plant eells and two small ealcified pieces of wood. The calcification pres- 
ent makes it probable that some foreign body penetrated the abdominal wall and 
perhaps gave rise to the infection. 
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Drs. Hatstep AND WILENS presented a paper entitled The Need for 
A Urologic Department in Every Gynecologic Clinic. 


(For original 
article see page 664.) 


DISCUSSION 
DR. HENRY D. FURNISS.—I believe that an incidence of 3 per cent of 
urinary disturbances in gynecologic services is entirely too low and that it will 
run anywhere from 20 to 30 per cent, if you take into consideration the minor 
degrees of trouble that these women have. There are three causes of urinary 
trouble in women: one is essentially in the urimary tract; another is where the 
urinary symptoms are more or less dependent upon the gynecologic condition, and 
in the third, the two coexist. I believe we have been inelined to attribute too 
many of our urologic cases to a gynecologie condition, because while both may be 
caused by the same factor, they are more or less independent. 

The service should be a part of the gynecologic department and the patients 
should not be referred to the urologist. Where we find such a large number of 
urologic conditions, I think it behooves every gynecologic service not only to train 
some men to do the work, but to train every one of the men to do the urologie work. 

I was rather impressed with the small number of stone and tuberculous cases. 

We find stricture of the ureter a rather frequent condition. I think Hunner 


deserves a tremendous amount of credit for the work he has done along that line. 


Correspondence 


On the Effects of Sex Hormones in Determining the Sex Ratio: A 
Criticism of Kovacs’ Paper 


By Cart R. Moore, Pu.D., Cuicaco, Inu. 


(From the Hull Zoological Laboratory, University of Chicago) 


The October (1925) number of this Journal contained a paper by Francis Kovacs, 
M.D.,3« entitled ** The Intluence of the Male Sex Gland on the Female. An Experi- 
mental Study to Determine the Sex Ratio of the Offspring.’’ Contributions to this 
broad and important field of sex biology, if they merit the attention of the scientific 
worker or the medical practitioner, should present a fair implication of the progress 
attained in the subject and should be based upon sufficient and adequately studied 
materials. Phenomenal steps in the progress of development of our knowledge in 
such a field merit the closest attention. Dr. Kovaes 


first point in conclusion is 
given as follows: ‘*The sex ratio of the offspring of the albino rat can be changed 
to the advantage ot the male by subcutaneous injections with testis tissue.’’ If 
such a contention has been proved the work must be considered an outstanding con- 
tribution to our existing knowledge, but if not well established it should be ques- 
tioned for the sake of avoiding confusion in future work. Acceptance of unsubstan- 
tiated conclusions sometimes intiuences the trend of development adversely and the 
known facts shown by sex studies are within themselves so confusing that it is essen- 
tial to weigh with care the data and conclusions of different workers. 

My appreciation is here expressed to the editor for the opportunity to call atten- 
tion to certain points not clearly established by this author. 

Let us examine the premises of Kovacs’ thesis. 

(a) He injected freshly ground rat testes into six pregnant female rats; obtained 
six litters numbering 28 males and 21 females, which by conversion is said to repre- 
sent a sex ratio of 153 males to 100 females. Since the normal ratio is said to be 
105 males to 100 females we read, ‘‘Comparing this statement with our figures, we 
find a change in the sex ratio of 27.5 per cent to the advantage of the male in our 
experiment’? (page 531). Now let us suppose that a single additional litter of 8 
females and 1 male had been obtained (a not infrequent finding), the numbers 
would then have been 29 males and 29 females, which converted to 100 would have 
shown an advantage in the female direction. Sinee normal litters are many times 
all males or females, a sex ratio of this character is readily understood to be uncon- 
vineing. 

(b) Kovaes’ second series of five litters (after earlier injections to females) sum- 
marized in Table I, page 532, consisted of 16 males and 11 females, with two litters 
of the five made up of equal numbers of males and females; thus differences in the 
number of each sex were obtained in but three litters. ‘‘Converting these numbers, we 
obtain the ratio 145.40 males to 100 females and so the changing of the sex ratio 
from the normal basis to the advantage of the male is 39.9 per cent’’ (page 534). 
Such conelusions from differences in three litters is almost as preposterous as con- 
eluding that in a normal litter of seven females and one male the hormones of the 
mother’s ovary have modified the sex ratio of her young to the advantage of the 
female by several hundred per cent. 

(c) Kovacs transplanted testes into 10 female rats, caged them with males, and 
killed all females within seventy-five days after transplantation. He obtained from 
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the 10 females four litters of 10, 3, 5, and 3 young, of which 15 were males and 
6 females—‘‘. . . . a sex ratio of 250 males to 100 females’’ (page 543). Two 
of the mothers showed no macroscopic or microscopic evidence of testis tissue remain- 
ing from the transplantation. Six of the 10 females with testis grafts did not de- 
liver litters between the time of transplantation and autopsy, a period of but sey- 
enty-five days during the months of February, March, and April. To explain this 
result we find the statement ‘‘. . . . we must conclude that the testis hormones, 
earried into the female circulation by the functioning transplanted testis tissue, have 
effected sterility in six cases (60 per cent),’’ (page 537). In this regard it should 
be mentioned that a seasonal rest from reproduction usually oceurs in the white rat 
during these months and only under exceptionally controlled laboratory conditions 
(temperature, food, ete.) can a rat colony be kept in continuous reproduction 
throughout the year. And finally (page 540), since one of the four littered females 
failed to build a nest and actually devoured the young, we find the explanation 
based upon the effect of the testis transplantation carried out a month earlier. Let 
us remember that without a carefully controlled diet often real epidemics of devour- 
ing newborn young occur in normal colonies. 

The basic ideas of Kovaes’ departure as stated, rests first upon the work of 
Steinach, wherein sex gland transplantations are shown to have some modifying 
effect upon the host organism under certain conditions and, second, on the modifying 
effects of the male hormone on female development when, as in cattle twins, there 
occurs a fusion of blood vessels and a direct vascular connection between the two 
embryos. Beyond doubt the critical reader would appreciate direction to such fun- 
damental work and whereas three references are given to the work of Steinach, the 
only text reference to the cattle twin hormone effects is Keller and Tandler (quot. 
Term. Tud. Kozl., 1923), which I am afraid is not readily available to American 
readers. This very fundamental work on the modifying influences of the hormones 
during development of the embryo was done independently by Keller and Tandler16, 17 
and F. R. Lillie. But whereas the papers of the former authors are somewhat diffi- 
eult to obtain, the beautifully illustrated and adequately discussed observations of 
Lillie11 are readily available to those interested. These detailed observations and 
discussions were preceded by a preliminary announcement!® and supplemented by 
three papers 12, 13,14 from this writer, and the work extended in several papers by 
his students.1, 2, 3, 15,18 In reference No. 20 Kovaes does cite Lillie’s main paper on 
the subject, but the title is not given and the text does not reveal the character of 
this outstanding contribution. 

Lillie has made clear that no modification of the developing female occurs if a 
direct blood connection is not established between the two individuals, and he be- 
lieves the evidence good that the placenta is impermeable to sex hormones. This 
question has neither been proved nor disproved, but Kovacs assumes for his purpose, 
without considering other conditions that should follow, that the placenta is readily 
permeable for these unknown substances. 

I have attempted since 1917 to obtain information on this important point by 
(1) testicular injections into pregnant females, (2) by transplantation of testes onto 
the fetal membranes, (3) by parabiotic union of young, and adult, males and 
females, hoping to later breed the females, (4) by the injection of other male sub- 
stances into pregnant females, and (5) by testis transplantation to females with 
subsequent breeding. None of this extensive work, excepting that dealing with 
testis grafts, has been published because the results, subjected to a critical examina- 
tion, were entirely unconvineing that any effect was detectable. Animals (rats and 
guinea pigs) that had received from three to thirteen injections of heavy testicular 
suspensions during pregnancy gave birth to normal litters of mixed sexes in propor- 
tions that caused no excitement. I have obtained litters from female rats that had 
carried two testis grafts for months before becoming pregnant and during the preg- 
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nancy, that contained normal young of both sexes. I did not obtain evidence that 
testis grafts tended to render the female sterile. 

Turning our attention to Kovaes’ testis grafts one is unconvinced by any of his 
six figures that a healthy graft was obtained. Two large testes were placed on the 
peritoneum of the females, and the latter killed seventy-five days later. Six of the 
ten cases were rated as successful grafts though mention is made that in some cases 
graft remains could not be detected except by histologie section of the region where 
the graft was placed. If two large testes are so markedly absorbed within seventy- 
five days that they are not visible macroscopically, it would be questionable whether 
active functional tissue was present. His figures strongly indicate that either the 
testis has been resorbed, excepting a few scattered epithelial tubules (from what 
portion of the testis is not clear), or that the remaining portion is necrotic and 
undergoing slow removal. His Fig. 5 shows a large area of testis material, but the 
majority of it consists of outlines of tubules so completely neerotie that cells or 
nuclei are not visible; the remainder of the figure consists of tubules very obviously 
necrotic and labeled ‘‘atrophic but functioning canals without spermatogenesis’. 
It is not clear what function necrotic seminiferous tubules are supposed to have 
since he evidently believes that the interstitial cells are responsible for the hormones. 
He claims interstitial cell hypertrophy but his figures do not convinee one that such 
has occurred. 


In discussing the earlier contentions of Steinach that testes cannot be successfully 
transplanted into normal females, the following sentence is found: ‘‘Our experi- 
mental study neglecting Steinach’s principal biologie thesis, seemed the more hope- 
less, because we were not able to find any literature refuting this dogma’’ (page 
541). It is not surprising amid the vast literature on sex problems that papers are 
often not seen, but in this connection I will call attention to some remarks of my 
own. In ‘‘Science’’, 1920,4 I presented evidence that both the hypotheses of Stein- 
ach and Sand were untenable. In the next year5 more details were published. This 
controversy was again emphasized by me in 19236, and in 1924.7,8 A more exten- 
sive presentation of the testis graft problem will appear some time in 1926.9 


Taking into consideration the variability of sex in given litters of the normal rat, 
it would appear quite convincing that evidence of a more substantial nature than 
presented by Kovaes is necessary to establish as a fact the possibility of so easily 
influencing sexual development of the unborn young of mammals. 
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Reply to Dr. Moore’s Criticism Concerning My Paper on ‘‘The 
Influence of the Male Sex Gland on the Female, Etc.”’ 


I want to thank Dr. Moore for his kind attention to my article as indicated by 
his eriticism. Discussion is the only way to avoid misunderstandings in scientific 
problems. 

Moore objects to the small number of my experimental animals. But I empha- 
sized in my paper that ‘‘the value of these results is diminished by the smallness of 
the numbers’’ and that ‘*this fault of the article is due to limited means and time.”’ 
I had to start my experimental work under foreign conditions in November, 1924, 
and I had to complete it, because of leaving Baltimore, in May, 1925. Thus I have 
to repeat the words of my article to which Moore gave but little attention: ‘‘The 
above experiments are only the outlines of further research work . . . . The 
working out of this problem with a mueh larger number of animals on a broader 
basis . . . . is the task of further investigations’’ (p. 543). 

On the other hand, it cannot be denied that it would seem improbable that such 
a constant increasing change of the sex ratio to the advantage of the male, through 
all the three series of my experiments, is due to mere chance. Moore analyzes the 
results in single series. But if we summarize the results of all the three experi- 
mental series, we get 21 treated females with 15 litters. consisting of 59 males and 
38 females. Converting these figures, we obtain the ratio of 155.5 males to 100 
females. These numbers are not so insignificant. 

Moore doubts that the testis transplantation caused sterility. But the seasonal 
rest from reproduction mentioned by him did not oceur in the control animals kept 
under the same laboratory conditions. Besides that, we observed—in accordance 
with the findings of many other authors,—the production of temporary sterility 
caused by subcutaneous injections of testis gland (p. 533). There is no difficulty in 
supposing that the transplanted male sex gland has the same effect as the injections 
with testis tissue. 

Moore erroneously considers that I assert or assume that the placenta is readily 
permeable for sex hormones. I did not express such an opinion. This unsolved 
problem is completely indifferent concerning my experiments, as the development of 
the sex character probably occurs much earlier than the first appearance of the pla- 
centa. I believed that the testis hormones carried into the females might perhaps 
influence the egg ‘‘in the earliest stage of its development, in the first differentia- 
tion, perhaps even in the stage of the maturation division of the ovum, before its 
fertilization’’ (p. 530). 

Concerning the results of the transplantation, I am sorry that Moore does not 
find convincing the photographs which I published. If the histologie seetions of the 
grafts show living gland tissue, it cannot be questioned whether active functional 
tissue is present: and the pictures of these sections leave us no cause for doubt in 
this respect (Figs. 1, 2, 3, 4, and 5). Figure 6a indieates a very striking picture 
of interstitial cell hypertrophy. Whether or not these grafts would have been re- 
sorbed later if we had not killed the rats, has no bearing on the influence of the 
grafts on the developing eggs. This influence occurred while the transplant was 
still in full bloom. 

With regret I acknowledge that I overlooked Moore’s papers dealing with this 
subject and I am glad to learn that he also confirmed my statements concerning 
Steinach’s hypothesis about the gonads-antagonism. 


FRANCIS KovAcs, M.D. 
SECOND GYNECOLOGICAL CLINIC, 


UNIVERSITY OF BUDAPEST. 
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The Conservative Treatment of Eclampsia 

To THE EDITOR. 

I am indebted to Dr. Solomons for his letter to the editor of the AMERICAN 
JOURNAL OF OBSTETRICS AND GYNECOLOGY (in the December 1925 issue) calling atten- 
tion to an error which I made in quoting the statistics of the Rotunda Hospital 
in my paper on ‘*The Conservative Treatment of Eclampsia,’’ which appeared in 
the March, 1925, issue of that journal. I had read Dr. Solomons’ paper in the 
Autumn, 1922, number of the Journal of Obstetrics and Gynaecology of the British 
Empire, as well as the one by Dr. Gibbon Fitzgibbon in the same issue of this 
journal, and in writing my paper I erroneously ascribed the collective statisties 
quoted (204 eases with 10.29 per cent maternal mortality) to Dr. Fitzgibbon. I 
was aware of the fact that Dr. Fitzgibbon had discontinued using morphine shortly 
after becoming Master, as stated by him in his paper, and that before this, the 
eclamptic patients under treatment at the Rotunda Tospital had reeeived mor- 
phine. I intended to bring out these points, but I expressed myself poorly, and 
apparently claimed that morphine had not been employed at all in the treatment 
of these 204 cases. This was not my intention, but on rereading my article I ean 
see that this is the most plausible construction to be placed on the sentence quoted. 
I wish to correet this misconception, and am therefore requesting the editor of 
the AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY to publish this letter. 


E. L. Kinc, M.D. 


Books Received 


THE MEDICAL DEPARTMENT OF THE UNITED STATES IN THE WORLD 
WAR. Vol. viii. Field Operations. Washington, D. C. Government Printing Of- 
fice, 1925. 


INTERNATIONAL CLINICS. <A quarterly of illustrated clinical lectures and 
especially prepared articles. Vol I, Thirty-sixth Series. Philadelphia, J. B. Lip- 
pincott Company, 1926. 


RECENT ADVANCES IN OBSTETRICS AND GYNAECOLOGY. By Aleck W. 
Bourne, obstetrie surgeon to out-patients, St. Mary’s Hospital, ete. With 58 illus- 
trations. Philadelphia, P. Blakiston’s Son & Co., 1926. 


NEPHRITIS. By Herman Elwyn, assistant physician, Gouverneur Hospital, New 
York. New York, The Maemillan Company, 1926, 


TEXTBOOK OF OBSTETRICS. By Thomas Watts Eden, consulting obstetri- 
cian to Charing Cross Ilospital, and Eardley Holland, obstetric and gynaecologie 
surgeon to the London Hospital. Sixth edition, with 7 plates and 393 illustrations 
in the text. New York, Maemillan Company, 1925. 


LE TRAITMENT DE LA SYPHILIS PAR LE BISMUTH. Par le Dr. Georges 
Drouet. Paris, A. Maloine et Fils, editeurs, 1926. 


BIOLOGIE UND PATHOLOGIE DES WEIBES. Herausgegeben von Professor 
Halban, und Professor Seitz. Lieferungen 21 & 22. Wien, Urban & Sehwarzen- 


berg, 1926. 


THE X-RAY IN EMBRYOLOGY AND OBSTETRICS. By W. A. Newman 
Dorland, A.M., M.D., Professor of Gynecology and Obstetrics and head of the De- 
partment of Obstetrics in the Postgraduate School of Medicine of Chicago, and 
Maximilian John Hubeny, M.D. St. Paul, Minn., Bruce Publishing Co., 1926. 


Department of Reviews and Abstracts 


Conpucrep By Huco Eurenrest, M.D., AssociaTE EpIToR 


Collective Review 


The Obstetric Literature of 1925 
By J. P. B.S., M.D., Cuicaco 


ME year 1925 marks but little progress in obstetrics. We have 

learned more about the functions of the graafian follicle, corpus 
luteum, and placenta, and more about the reaction of the uterine endo- 
metrium in cases of tubal pregnancy. No new light has been shed on 
the etiology of the toxemias of pregnancy, and although many laborious 
studies have been made on the blood chemistry in eclampsia, very little 
practical use can as yet be made of the results. The treatment of 
hyperemesis gravidarum is fairly uniform but not that of eclampsia. 
Obstetricians are still divided into those who treat eclampsia conser- 
vatively and those who favor active therapy. The tendency, however, 
is definitely toward conservatism. “Magnesium sulphate and insulin are 
now being used in the treatment of eclampsia and the reports are very 
encouraging. In the treatment of pyelitis of pregnancy ureteral cath- 
eterization is the favorite remedy. Gwathmey’s method of analgesia is 
being praised highly by nearly all who use it. An attempt is being made 
to foster the use of more local anesthesia in obstetrics, especially for 
cesarean section. The low or cervical cesarean section is gaining new 
disciples very rapidly, and abdominal delivery is becoming more popu- 
lar for placenta previa. The subject of postpartum hemorrhage was 
thoroughly prepared for the German Gynecological Congress from an 
analysis of almost one million labor cases. Puerperal sepsis is being 
treated more conservatively and intravenous medication for this con- 
dition is unequivocally condemned. A number of timely papers have 
appeared on the subject of maternal welfare and the teaching of ob- 
stetries. Lastly, hospitals and cities are analyzing their results, pre- 
senting them to the profession and seeking means of improvement. 


PREGNANCY 


Physiology.—The physiology and chemistry of the female sex hor- 
mone are discussed by Frank and Gustavson,’ who point out that the 
endocrine factors producing the changes of the sex eyecle are succes- 
sively supplied by the graafian follicle, the corpus luteum, and the 
placenta. To emphasize this continuity, the authors propose the name 
gestational gland for the triad. A somewhat similar paper is that of 
Allen, Pratt and Doisy,* who diseuss the distribution of the ovarian 
follicular hormone in the human genital tissues. In a later paper, 
Frank, Gustavson and Kingery® describe experiments which indicate 
that puberty results from an elaboration of the female sex hormone, 
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and is not due to the removal of an inhibitory influence from glands 
of internal secretion like the thymus or the pineal. 

To affirm the question, ‘‘Does true menstruation occur after the 
beginning of pregnancy?’’ Wintz* emphasizes that to prove menstrua- 
tion one must find pieces of uterine endometrium in the blood which 
is passed during pregnancy, and that in addition to the corpus luteum 
of pregnancy, there must be another corpus luteum in a stage of de- 
velopment which corresponds with the menstrual bleeding. Finally 
the bleeding must coincide with the regular menstrual cycle. The author 
could find in the literature only ten authentic cases of menstruation 
during pregnancy, and to this number he adds three cases of his own. 
In some instances of menstruation during pregnaney the patient has 
a double uterus. The reviewer has at the present time under his care 
a patient who has a double uterus, cervix, and vagina. She has a preg- 
nancy in the right uterus. A few months ago a physician curetted 
the patient because she bled during pregnaney and to his surprise 
obtained a normal ovum. He did not suspect that the patient had a 
double uterus and that the bleeding might have been the result of a 
menstrual! change in the nonpregnant uterus. Most likely, therefore, 
in this patient, pregnaney did not inhibit ovulation. 

Schilling’ reports a case of pregnaney with intact hymen. Such an 
occurrence is fairly uncommon. Kisch"® reported 25 such cases which 
oceurred between 1672 and 15885. Recently cases of this kind have 
been reported by Gal,’ Flechtenmacher,’ Van Tongeren,’® and Bischoff.'° 

From interesting experiments performed by Sun" the conclusion is 
reached that the human uterus contracts rhythmically throughout life. 
Keiffer’’ found that the round ligament possesses exactly the same 
histologie structure and the same power of contraction as the uterus; 
hence the round ligament is the material of choice with which to con- 
duet experiments on uterine mobility. 

Kennedy'* believes that isthmospasm of the fallopian tubes represents 
one type of obstruction preventing the meeting of the ovum and the 
spermatozoa and may be the only obstruction interfering with the pass- 
age of a fertilized ovum from the tube into the uterus, thus being a 
predisposing factor in ectopic gestation. A study of the intramural 
portion of normal and diseased tubes led Geist and Goldberger’ to 
conclude that the course of the intramural portion may offer a bar to 
impregnation, a conelusion similar to that reached by Daniel.’° Intra- 
mural lesions may be present with or without closure of the fimbriated 
end and may give a positive or negative insufflation test in normal tubes. 

From a study of 109 patients Moench'® concludes that carbon dioxide 
insufflation of the fallopian tubes is a valuable and safe test when prop- 
erly carried out. However, morbidities and mortalities have occurred ; 
hence the test should be used only when indicated. Laurentie and 
Moussali'? report a case of extrauterine pregnancy which immediately 
followed a tubal patency test. Ott'® considers the injeetion of air into 
the tubes a dangerous procedure and advises injection of charcoal into 
the peritoneal cavity instead. If the tubes are open the charcoal may 
be seen in the vagina in from ten to twelve minutes. 

Fellner’® claims to have discovered a peculiar phenomenon which 
occurs in early pregnancy ; namely, a diminution in size of the uterus 
during the course of examination. This phenomenon, however, is not 
surprising and is probably nothing more than a contraction of the 
uterus (Braxton-Hicks) induced mechanically by the examining fingers. 
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The question of the possibility of superfetation crops up periodically, 
Maury*’ recently reported a probable case, and he emphasizes that to 
be bey ond suspicion a case of superfetation should present two living 
fetuses of different ages, and two corpora lutea in different stages of 
development, corresponding to the ages of the fetuses. The author re- 
ports a case where there were two fetuses, one intra- and the other 
extrauterine, in different stages of development and two corpora lutea 
showing marked differences. Jardin*' claims to have proved the oceur- 
rence of superfetation by radiography. In the case he reports, x-ray 
showed ossification centers in the femurs of one fetus but not in the 
other; hence he concludes that there was a difference in development 
of six to eight weeks. In the discussion of this paper, Cathala** reported 
a ease of twins which had dissimilar ossification centers but he ruled 
out superfetation because histologic examination of the placentas showed 
them to be of the same age. In some eases of uniovular twins, where 
there is no doubt that both fetuses are of the same age, ossification 
may not be equally developed. 

A new method of determining the area of the pelvie inlet by x-ray 
pelvimetry is described by Thoms.** Another procedure for the same 
purpose is reported by Archangelsky,** who takes into consideration 
as well the size of the fetal head. Stereoscopic x-ray plates give much 
more information regarding the cephalopelvie relationship than single 
plates. 

The question of bitemporal hemianopsia in pregnancy is discussed 
again this year, but the evidence of Schall** and of Metzger, Simon, 
and Weinberg*® points against the idea of a diminution of the fields of 
vision in pregnancy 

Abortion and Evtrauterine Pregnancy.—From a study of 1434 cases 
of abortion, Gerstmann* believes the best plan of treating febrile abor- 
tions is the following: If there are no symptoms of parametritis or 
perimetritis, salpingitis, pyemia or sepsis, and the general condition 
is good, the uterus should be emptied regardless of whether the tem- 
perature is normal or 104° F. In all other cases conservative therapy 
is employed. ‘Tuttle*S believes that those cases should be treated con- 
servatively where the infection has extended beyond the uterus and 
where there is no evidence of retained secundines. However, if sueh 
tissue is retained in the uterus it should be removed, provided the 
removal can be accomplished without spreading the infection. But 
how can one foretell whether or not he will spread the infection? At 
the Chicago Lying-In Hospital septie abortion is treated in a most 
conservative manner with excellent results. 

The possible influence of infection on the intrauterine death of the 
child has been suggested, notably by DeLee, and by Curtis. The 
latter®® recently studied this question anew and concluded that foeal 
infection with a tendency to fresh exacerbations appears to be an 
important cause of otherwise inexplicable spontaneous abortions. 

Novak and Darner*® made a very thorough study of 21 cases of tubal 
pregnancy in which in addition to the tubal gestation sac, the uterine 
mucosa was available for study, thus affording an opportunity of corre- 
lating the uterine and tubal changes in this connection. The decidual 
reaction occurring in the uterus with extrauterine pregnancy was found 
to be identical with that of normal gestation as long as the embryo 
was alive. With the death of the latter, however, the superficial com- 
pact portion is cast off. The external vaginal bleeding is of endo- 
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metrial origin and is initiated by separation of the placenta. Decidual 
reaction in the tubal wall occurs at least in a fraction of the cases. 

The value of the leucocyte count as an aid to the diagnosis of 
ectopic gestation is pointed out by Farrar.*' She shows that the leu- 
coeyte count is an index to the amount of free blood in the peritoneal 
eavity and the polymorphonuclear leucocyte count increases mark- 
edly only in cases having fresh blood in the pelvis. 

Hammerschlag** believes that transfused blood is funetionless since 
there is no marked increase either in the hemoglobin content or the 
red cell count. He believes that blood transfusion is practically never 
necessary in extrauterine pregnancy. This belief is contrary to the 
experience of most of us who have seen definite improvement after 
blood transfusion in many cases, including those of ectopic pregnancy. 

Complications —During the last four years in the medical elinie of 
the Chicago Lying-In Hospital, Daly and Strouse** observed a con- 
siderable number of women who presented such symptoms and physical 
findings as insomnia, headache, palpitation, tachyveardia and increased 
blood pressure. The syndrome indicated an increased activity of the 
thyroid due to excessive demands which diminished the iodine store to 
the point at which hyperplasia and increased activity resulted. The 
usual methods of treatment for increased nervousness were of no avail, 
therefore a compound solution of iodine, from 3 to 5 drops three times 
a day for a week at a time, was administered to the patients with 
gratifying results. 

Couput*t reports a case of complete cicatricial obliteration of the 
vagina during pregnancy. Greenhill*®’ reports a case of atresia of the 
vagina which was present before pregnancy. Upon the demand of the 
patient, a plastic operation was performed during pregnaney to 
permit coitus, but atresia again resulted after delivery from below. 
A second and more extensive plastic operation was performed with 
good results a few months after delivery. Of 303 cases of stenosis 
of the vagina reported in the literature, 245 had vaginal deliveries. 
In most of the latter there was a return of the stenosis. In many cases 
injuries and fistulae resulted. The mortality for the 245 patients 
delivered per vias naturales was 10.55 per cent, which is indeed ap- 
palling. Cesarean section is the best method of delivery in most of 
these cases 

In a study of glycosuria during pregnaney, Crook*® found that the 
urine of about 30 per cent of pregnant women contained sugar at some 
time during pregnaney. J. T. Williams,** however, found the inci- 
dence to be 13.6 per cent. Both of these figures are high for the 
ordinary sugar tests. 

Wagner*®* emphasizes that cardiac disease is a serious condition in 
pregnaney and labor. In eases of heart trouble he found a mortality 
of 14 per cent, and he believes the causes of the cardiae disturbance 
are: first, the increased work necessitated by pregnancy, and secondly, 
the increased volume of output. In taking care of a pregnant woman, 
who has heart disease, the wise and careful obstetrician will call in con- 
sultation a heart specialist, because cardiac disease is a treacherous 
complication. 

A very thorough review of the recent literature on the subject of 
cancer and pregnancy is presented by Vignes and Duhail.*® These au- 
thors found that while in some cases cancer during pregnancy is arrested 
temporarily or even retrogresses, it usually progresses just as it does 
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in nonpregnant individuals. Cancer of organs near the uterus, such 
as the rectum, and of those organs connected with the uterus ‘‘ humor. 
ally,’’ like the breast and thyroid, is more affected by pregnancy than 
cancer elsewhere. The effect of pregnancy on cancer is usually a bad 
one. On the other hand, cancer frequently affects pregnancy. Often 
a miscarriage occurs and at term many babies die because of dystocia 
produced by cancer of the birth canal or rectum. 

Zangemeister and Baer*® report a series of 96 cases in which they 
induced labor for contracted pelvis by means of a bag. Six babies 
and one mother died. In this country very few obstetricians induce 
labor for contracted pelvis. 

The association of syphilis and pregnancy is discussed in a number 
of articles. Nathanson*! believes that a positive Wassermann reaction 
during pregnancy constitutes very decisive evidence of the existence 
of syphilis in the mother. Belding,** on the other hand, believes that 
the unreliability of the Wassermann reaction and the lack of clinical 
evidence renders the recognition of syphilis in the pregnant woman 
especially difficult. Data on the results obtained by treating women 
during the childbearing period collected from 18 municipal clinics of 
the state of New York are offered by Lawrence.** The experience of 
these clinics indicates that any community can reduce materially the 
number of infant deaths and increase its birth rate by maintaining 
properly organized prenatal and venereal clinics. 

The question of syphilis in pregnancy is a very important one, but 
authorities differ on what constitutes syphilis. All are agreed that if 
a patient has signs and symptoms of syphilis she should be treated; 
but there is no unanimity of opinion concerning the value of the 
Wassermann reaction during pregnancy. Most of the leading obste- 
tricians feel that a positive Wassermann reaction always means syphilis, 
and they treat their patients accordingly. A few maintain that a posi- 
tive Wassermann test during pregnancy does not necessarily mean 
syphilis. Last year Belding and Hunter** proved the variability of 
the Wassermann test in pregnancy. 

Hydatid mole, while not a common occurrence, is by no means rare. 
Essen-Moller,*® who has seen 50 eases and has followed these cases for 
many years, found that eight patients subsequently developed a 
chorioepithelioma or a destructive mole. All attempts to prognosticate 
the future of patients, who have hydatid mole, by means of histologic 
study or by the time of onset of hemorrhage have failed. One point, 
however, is very important and that is the age of the patient. Of 

Xssen-Moller’s 50 patients, 22 were over forty years of age, and 18 
were above forty-five years. Still more significant is the fact that 
the risk of malignancy was more than twice as great for the women 
who had hydatid mole after their forty-fifth year. Because of this, 
Essen-Moller has done supravaginal hysterectomies on four patients who 
had hydatid mole, simply because they were over forty-five years of 
age. Turenne*® says the capital indication for hysterectomy in the 
presence of hydatid mole is uncontrollable hemorrhage. Hysterectomy 
is also indicated when excessive thinning of the uterus makes curettage 
dangerous, when cervieal dilatation is difficult, and when the uterus 
remains large and bloody after expulsion of the mole. 

{ssen-Moller’s figure (16 per cent) for the incidence of chorioepi- 
thelioma following hydatid mole is very much higher than the in- 
cidence found in large series of cases. Most authors believe the inci- 
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dence is only about 1 per cent. On the other hand, in about one-half 
the cases of chorioepithelioma there is an antecedent occurrence of 
hydatid mole. In view of the fairly good prognosis in hydatid mole, 
hysterectomy is a most radical form of treatment, especially in a 
primipara. 

The Toxemias——Many papers were written this year on the toxemias 
of pregnancy both early and late, but not much light has been shed 
on the subject. ‘Titus*’ reports very favorable results in 328 eases of 
hyperemesis gravidarum treated by high carbohydrate feeding or intra- 
yenous injections of glucose. The basis for this treatment is the physio- 
logie assumption that there is a carbohydrate deficiency in the maternal 
organism. Thalhimer*S combines insulin with the intravenous ad- 
ministration of glueose. Titus, however, believes that there is not only 
no clinical advantage in adding the insulin but also the possibility of 
distinct harm from the simultaneous use of insulin. This is due to the 
fact that insulin causes glycogen stores to be diminished by its de- 
mand for glucose to be oxidized. 

While most cases of pernicious vomiting are cured by the adminis- 
tration of glucose intravenously with or without the addition of in- 
sulin, quicker results can be obtained by ineluding the duodenal tube 
in the treatment. Through the tube one may give fluids, carbohydrates, 
fat, proteins, sedatives, fruit juices and laxatives. The psychogenic 
factor in hyperemesis must always be borne in mind. Foeal infections 
are sometimes responsible for pernicious vomiting just as they may 
cause the toxemias late in pregnaney—a point emphasized by DeLee and 
Talbot. 

Cabanes*® reports good results in two cases of pernicious vomiting 
which he treated by subeutaneous injection of 500 ¢.c. of oxygen. This 
form of treatment is surely unwarranted and the good results obtained 
were most likely due to the psychie effect of the injection. 

Pyelitis in pregnancy has been the subject of a number of papers. 
Rush*® reports a small series of eases treated with a retention (indwell- 
ing) ureteral catheter. He believes that because pyelitis and pyelo- 
nephritis are pus conditions they will respond to drainage as do pus 
conditions in other parts of the body. MceClelland*! also treated a 
series of patients who had pyelitis in pregnancy by means of the ureteral 
catheter. He found that patients treated by drainage and sterile water 
did just as well as those treated by drainage and local antisepties. 
Hunner** has seen 35. cases of pyelitis of pregnancy and in all eases but 
one, ureteral strictures were present. Pyelograms taken at intervals 
after pregnancy refute the tradition that ureters which are dilated dur- 
ing an attack of pyelitis in pregnaney, return to normal after delivery. 
In a series of 12 cases of acute pyelitis, Kretsehmer and Heaney* found 
marked dilatation of both ureters and kidney pelves in 7 eases. The 
authors believe that during pregnancy dilated ureters and kidney pelves 
often provoke pains in the sides and upper abdomen. The urinary tract 
is not suspected since the patient is free from fever and has no pus 
in the urine. In 19 eases of normal pregnancy, dilatation of the 
upper urinary tract was found in approximately 80 per cent. A study 
of the pyelographie findings in pyelitis complicating pregnancy led 
J. T. Williams* to believe that most cases of pyelitis during pregnancy 
are not due directly to pregnancy but to a chroni¢c preexisting con- 
dition brought to a state of acute activity by the pregnancy, and not 
to be dismissed after the pregnancy is terminated. 
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The results of chemical studies on the toxemias of pregnancy are 
reported by Stander, Duncan and Sisson® and in eclampsia they found 
the following marked variations from the normal: (1) an elevation in 
the uric acid of the blood, (2) a decrease in the CO, combining power 
which is in proportion to the intensity of coma, (3) an elevated blood 
sugar, and (4) an increase in the ratio P:Ca, which is due to a high 
inorganic phosphorus value. According to Heesch*® the termination 
of the rest nitrogen or urea in the blood is an important aid in dif. 
ferentiation between eclampsia and true uremia. Determinations of 
urie acid, amino acids, and creatinine are not satisfactory. Frey 
believes the following is specific for eclampsia: (1) the amino aeids 
of the blood are at least double the normal figure, so that the ratio of 
amino acids to rest nitrogen, the eclampsia quotient is greater than 
1.75; (2) in all eases which result in eclampsia, the oral ingestion of 
20 grams of glucose prolongs the blood-sugar curve beyond 165 min- 
utes. Frey believes these two findings enable one to foretell eclamp- 
sia and indicate immediate delivery by cesarean section if medical 
and dietetic measures have failed. In a valuable book de Wesselow 
and Wyatt* attempt to differentiate between nephritis and preeclamp- 
tic toxemia, but the evidence is unconvineing. 

In spite of the immense amount of work done, blood chemistry 
studies have not proved to be of great practical use. Plass®® demon- 
strated this clearly last vear, and the situation has not changed. In 
the clinical management, most information is obtained from the older 
methods of examination, urinalysis, blood pressure readings, and oph- 
thalmoscopy. 

Since Dienst first propounded the theory that incompatibility be- 
tween maternal and fetal blood is the cause of eclampsia, many pa- 
pers have appeared on the subject. In 1923, MeQuarrie,®® Gruhzit,” 
and Ottenberg®? wrote in favor of this theory, even though Dienst 
himself had repudiated it. In 1924, Zotterman and Wildner** pub- 
lished their studies which failed to support Dienst’s theory. This 
year Cathala and Le Rasle* studied the question, and they also came 
to the conclusion that incompatibility of the fetal and maternal blood 
is not responsible for eclampsia or other complications in pregnancy, 
because in the majority of toxemic patients there is no agglutination. 
The same conelusion was reached by Ohnesorge.* 

The treatment of toxemia is discussed by many authors. Most of 
them emphasize the value of proper prenatal care (Cary,®® Green- 
hill,**) but the treatment of the various forms of toxemia, especially 
eclampsia, is by no means uniform. Poten®* obtained the best results 
in eclampsia by emptying the uterus as soon as possible after the be- 
ginning of convulsions. He advoeates a rather peculiar form of treat- 
ment for postpartum eclampsia, which consists in making a small 
incision above the umbilicus and fixing the uterus to this point. The 
basis for this theory is the belief that eclampsia is due to pressure 
of the uterus on the ureters. This theory harks back to Halbertsma® 
who in 1888 expressed a similar belief because he found the ureters 
dilated in a number of eclamptie patients. But as mentioned above, 
dilatation of the ureters is found in the majority of women during 
normal pregnancy. The notion that the pregnant uterus presses on 
the ureters is untenable because the specifie gravity of the uterus is 
no greater than that of the intestines and is certainly less than that 
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of large fibroids and some ovarian cysts which are movable in the 
lower abdomen; yet the latter seldom interfere with ureteral activity. 

Klaften®® believes that great depth of respiration is an early symp- 
tom of eclampsia. Wieloch’! maintains that eclampsia always arises 
from a previous hydrops gravidarum, and that as edema progresses 
to preeclampsia, there is an increase in water retention which paral- 
lels the increase in severity of the disease. Inerease in blood pres- 
sure is of extrarenal origin and, according to Zangemeister, is due to 
stimulation of the vasomotor system through increased cerebral pres- 
sure. The latter in turn is due to edema of the brain. The hyper- 
tension in the presence of increased intracranial pressure is a_ protec- 
tive mechanism to maintain the cireulation in the brain. A constant 
high blood pressure does not cause convulsions. It is only when there 
is an extra inerease that convulsions oceur. By injecting collodial 
substances, such as gelatine, to treat the injured eapillaries (repre- 
senting the cause of the edema), Wieloch caused a decrease in blood 
pressure in two-thirds of the cases. Venesection is contraindicated 
when there are symptoms of edema of the brain, because the high 
blood pressure must be maintained. 

Bublitschenko*? emphasizes the constitutional peculiarities of pa- 
tients who develop eclampsia and claims that the disease is not de- 
pendent on renal disease. Mussey,** on the other hand, from a study 
of 11 cases of eclamptie toxemia, believes that the symptom-complex 
of preeclamptic toxemia is often identical, in clinical symptomatology 
and renal funetion, with that of acute glomerulonephritis. 

Hochenbichler“ is of the opinion that treatment of toxemie patients 
with ultraviolet light gives the same results as venesection, causing 
diminished blood pressure, diuresis, hydremia, and lower temperature. 
Seitz’® advises cesarean section as soon as the subjective symptoms of 
eclampsia appear (headache, visual disturbances, pain in the epigas- 
trium, ete.). 

Wilson*® analyzed the results of 247 cases of eclampsia treated at the 
Johns Hopkins Hospital and found that conservative therapy gave 
the best results. While conservative treatment did not improve the 
chances of the child it also did not diminish the chances materially. 
The fetal mortality in the cesarean section cases was 40 per cent. This 
is unusually high, as evidenced by the fact that among 17 babies 
delivered by cesarean section at the Chicago Lying-In Hospital, there 
were only 3 deaths (17.6 per cent) ; however, one of these babies was 
dead on admission and the other two were not viable. 

The Stroganoff method of treating eclampsia is discussed by 
Stander.** While agreeing with most of Stroganoff’s ideas, Stander 
considers two steps irrational, namely, the use of chloroform, and the 
restriction of venesection to not more than 400 ¢.c. Schlossmann*®® stud- 
ied the blood pressure of 12 eclamptie patients in whom venesection 
had been performed and found the lowering of the blood pressure to 
be proportional to the total amount of blood lost in delivery and also 
that removed by venesection. This is due to the removal of toxins. 
He says a large amount of blood may be withdrawn without harm as 
long as the blood pressure remains high. It may not be amiss to 
emphasize that too much blood should not be withdrawn before de- 
livery, because one cannot tell how much blood a patient will lose 
during labor, even though the blood of most eclamptie patients does 
not flow freely. 
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The intravenous use of magnesium sulphate in the treatment of 
eclampsia is extolled by Lazard** and the intraspinal by Alton and 
Lineoln.*’ The former reports 20 cases with two deaths, while the 
latter authors claim satisfactory results in 4 cases, although two of 
the patients died. According to Stander and Dunean,*! insulin js 
being used at the Johns Hopkins Hospital for eclampsia where there 
is coma or semiconsciousness following a convulsion, together with a 
CO, combining power of 30 or lower and an elevated blood sugar. In 
the few cases treated with insulin the results were excellent. 

Déderlein, Jr.,®* studied the late results of 26 eclamptic patients and 
found that 16 were perfectly normal. Three had slight albuminuria, 
while 7 had evidence of chronic nephrosis. Not one had chronie 
nephritis. 

The trend of most authors is to advocate conservatism in the treat- 
ment of eclampsia. Even a few who previously emptied the uterus in 
most cases of eclampsia, have given this up. However, the number 
of authorities who perform cesarean section for eclampsia is by no 
means small. Both forms of therapy give good results, depending 
upon the severity of the disease and the skill and surroundings of 
the obstetrician. There is no doubt that for the general practitioner 
conservatism is the proper course; but in a maternity hospital, excel- 
lent results may be obtained by an obstetrician who empties the 
uterus immediately after the beginning of convulsions. 

The matter of statistics of eclampsia is important. First of all 
there is a difference of opinion as to what constitutes eclampsia. 
DeLee*’ says, ‘‘ At present we group all cases of convulsions and coma 
occurring in pregnant women, not due to extraneous medical causes, 
as hysteria, epilepsy, tumor of the brain, ete., under the term eclamp- 
sia. Those rare cases where the woman has all the symptoms of 
eclampsia without convulsions we eall eclampsia just the same.” 
Williams** says, ‘‘Eeclampsia is an acute toxemia occurring in the 
pregnant, parturient, or puerperal woman and is usually accompanied 
by clonic and tonie convulsions, during which there is loss of con- 
sciousness, followed by more or less prolonged coma and frequently 
results in death. Generally convulsions and eclampsia are considered 
as synonymous terms; but such a view is not correct inasmuch as a 
number of well authenticated eases of eclampsia without convulsions 
are reported, and moreover other toxemie conditions occasionally 
occur in obstetrie practice which are likewise accompanied by convul- 
sions or coma. Accordingly the only absolute characteristic feature 
of this disease is the presence of the hepatie lesions which will be 
described later.”’ 

The last sentence is significant because it means that an autopsy is 
necessary to make a diagnosis of eclampsia in eases without convul- 
sions and in some doubtful eases with convulsions. There are ocea- 
sional eases which clinically seem to be eclampsia and yet are not 
eclampsia. For exampie, Zangemeister®® reports two cases of what 
appeared to be eclampsia clinically but which autopsy revealed to be 
sinus thrombosis. There is no record in the literature where, in an 
eclamptie patient, a sinus thrombosis was found at necropsy, hence 
Zangemeister’s cases were most likely not cases of eclampsia. 

Since there is some uncertainty in obtaining statistics coneerning 
eclampsia, might it not be advisable to have a uniform definition of 
this disease? The reviewer considers as eclampsia all cases showing 
the typical signs and symptoms of acute toxemia including econvul- 
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sions during pregnancy, labor or the puerperium, where medical 
eauses like epilepsy, ete., can be ruled out, and also those cases of 
acute toxemia without convulsions which at autopsy show the changes 
characteristic of eclampsia. If a case of clinical eclampsia with con- 
yulsions comes to necropsy and fails to show the hepatic changes char- 
acteristic of eclampsia, this case is not to be considered eclampsia. 
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Selected Abstracts 


Pregnancy Complicated by Disease 


Robinson: Heart Disease in Pregnancy. Journa! of Obstetrics and Gynaecology 
of the British Empire, 1923, xxx, 172. 


The diagnosis and prognosis of cardiac lesions complicating pregnaney depends 
on three factors: interpretation of the murmur, estimation of heart efficieney and 
a study of impulse conductivity to explain irregularities. Murmurs may mean lit- 
tle in the presence of a good physiologic reserve. The signs of heart failure ap- 
pear in the following order: distress after effort shown by cardiac pain, increase 
in the respiratory rate and air hunger, increased pulse rate, and edema over the 
lung bases. Congestion and effusion follow. Cyanosis, orthopnea, hepatie enlarge- 
ment and dropsy are late signs of failure. 

Most cardiac irregularities do not of themselves contraindicate pregnancy. <Auric- 
ular fibrillation, present in 90 per cent of all severe cardiae failure is common in 
mitral stenosis and is therefore frequently seen in heart disease during pregnancy. 
This irregularity reduces the heart’s output by 40 per cent and contraindicates 
pregnancy, Six patients scen by Mackenzie were al! dead two years after labor. 

Pregnancy influences the heart and circulation through the inereased weight of 
the patient and enlargement of the uterus, the vascular demands of the breast, 
uterine and placental circulations, pressure of the uterine tumor against the 
diaphragm and lastly through the muscular effort incident to labor. 


The responsibility of pregnant women with cardiac trouble rests jointly between 


the physician and the obstetrician. Maintenance of cardiae reserve, its improve- 


ment if possible, and the early detection of heart failure are the aims of the 
physician. The duty of the obstetrician lies in the supervision of labor and the 
choice of the best method of delivery. 

Strict supervision, restricted activities, graduated exercises, fresh air and nourish- 
ing food are necessary during pregnancy. In treating and preventing heart failure, 
the chief medical measures are morphine, digitalis, strophanthin, caffeine, and theo- 
cin in the presence of dropsy, and venesection when the right heart dilates. 

The premature termination of pregnancy is justified in the early months when 
signs of incipient failure appear in aortic disease or in the presence of progressive 
decompensation in mitral stenosis. The induction of premature labor is a sound 
precaution in any type of heart disease, as soon as the child is viable. Restore 
compensation before delivering any patient who has serious heart failure in ad- 
vaneed pregnancy. That medical treatment is preferable to the induetion of labor 
during failure is proved by the patients that accidentally go into labor. 

Unavoidable heart strain during labor is reduced by the induction of premature 
labor, the use of nareoties, avoidance of voluntary effort and the use of forceps 
at the onset of the second stage. Cesarean section will probably give better re- 
sults in the grave types of disease, especially in primigravidae, in the presence of 
obstruction or when in advanced pregnancy severe failure has just responded to 
medical treatment. Permanent eardiae disability may follow as a result of child- 
birth. Endocarditis is likely to reeur. Repeated pregnancies are therefore for- 
bidden to women with heart disease. H. W. SHUTTER. 
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Schmidt, H. R.: The Significance of Heart Failure in Pregnancy. Monatsschrift 
fiir Geburtshilfe und Gynikologie, 1925, Ixiv, 279. 


To evaluate the effects of heart failure in pregnancy we must consider not only 
the mortality of this complication during pregnaney but also during iabor and for 
a long time after labor. Many cardiac patients who do not suspect any trouble 
with their hearts begin to show symptoms only after labor. saisch made late 
examinations of two hundred eardiae patients who had heart trouble during preg- 
nancy, and found that 50 per cent remained well, 45 per eent suffered decompensa- 
tion, and 5 per cent had died. 

Schmidt reports 388 cases of heart failure among 10,027 labor cases (0.58 — per 
cent). Five of these women died in the hospital during the puerperium and 8 
more died within a year and a half postpartum. Of 12 patients with mitral steno- 
sis, 6 died immediately after labor. The most serious cases are those in which 
there is myocarditis, as evidenced by irregularity in pulse and cireulatory stasis 
(confirmed by autopsy). Of 12 patients with myocarditis only 2 made complete 
recoveries, 

Disturbances in heart funetion are not due to mechanical factors caused by 
pregnaney as shown by the fact that 39.1 per cent of the patients had decom- 
pensation during the first three months of pregnancy. Responsibility rests chiefly 
with the increased demand on the heart muscle made by the increased blood volume. 
Of Schmidt’s patients who had suffered decompensation during pregnancy, almost 
one-half died within one and one-half years postpartum. 

In the cases of valvular defect where the heart muscle is good the heart stands 
the strain of pregnancy very well. In the cases of cardiac insufficiency, the earlier 
the decompensation the worse the prognosis. One should interrupt pregnaney early 
and sterilize the patients at the same time because of the very likely recurrence 
in a subsequent pregnancy. Mild cases may be carried to term, but then one 
faces the danger of labor, which imposes the greatest strain on the heart. 

J. P. GREENHILL. 


Wagner, G. A.: Cardiac Deaths in Pregnancy and Labor. Medizinische Klinik, 
1925, xxi, 1107. 


Hardly any complication in pregnancy arouses as much difference of opinion 
as that of cardiae disease. At one extreme is the pessimistic mortality figure of 
Hart (87 per cent) and at the other is that of Prassulides (0 per cent). Wagner 
fecls that cardiac disease is a serious condition in pregnancy and labor. The 
Variability in statisties is due to the fact that the majority of heart lesions are 
overlooked in pregnancy, that in some cases the series studied is too small to be 
of value, and that some authors limit themselves to valvular lesions. 

In Wagner’s series were S86 women with heart trouble among 8,000 patients 
(1.06 per cent). Among these and among patients admitted after delivery there 
Was a mortality of 14 per cent where heart lesions were direetly or indirectly re- 
sponsible for death. In addition to the 12 deaths reported there were 18 patients 
in whom pregnaney was terminated early because of decompensation. 

In 40 to 45 per cent of these cases decompensation occurred in the first few 
months of pregnancy. 

Even if pregnaney does not produce trouble, labor often docs. The increasing 
amount of pain raises the blood pressure and the increased intraabdominal pres- 
sure disturbs the blood distribution. More important still is the actual pressing 
downward. Because of the bad effect of straining and of pain, an anesthetic 
should always be used, preferably ether or ethylene. 

Of the 12 women who died, 6 had previously had decompensation. Of 15 other 
patients who had decompensation in labor but who recovered, 2 had decompensa- 
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tion early in pregnancy and 7 late in pregnancy, while 6 previously had no symp- 
toms referable to the heart. On the other hand, there were 36 patients who had 
no trouble in labor. Of these women 4 had decompensation early and 3 late in 
pregnancy. 

After labor there is a new danger especially in the first few minutes or hours 
after delivery, on account of the sudden emptying of the abdominal cavity, which 
permits an inrush of blood into the splanchnic vessels. It can be prevented by 
application of tight bandages immediately after delivery. 

In the puerperium there are new dangers for cardiac patients are very suscep- 
tible to infection. 

Mitral stenosis is the most serious form of valvular disturbances. Of the 8 deaths 
from valvular insufficiency 7 had mitral stenosis. This does not mean, however, 
that not many patients with mitral stenosis go through pregnancy without trouble, 
Of great importance is the evaluation of the heart muscle. Marked dyspnea, cyano- 
sis, small radial pulse, tachycardia and lassitude speak for myocardial insufficiency, 


A most striking phenomenon of the cases of heart disease which are autopsied 
is the finding of recrudescent endocarditis. This was found in all of the author’s 
causes where valve lesions predominated. Wagner does not believe that where a 
recurring endocarditis exists at autopsy it is necessarily the cause of death, since 
endocarditis is such a frequent complication in pregnant women with old heart 
lesions. J. P. GREENHILL, 


Pardee: Pregnancy Complicating Heart Disease. American Journal of Medical 
Sciences, 1922, elxiv, 847. 


The writer attempts to classify the types of heart lesions as they affect preg- 
nancy. He also makes a functional grouping of patients and determines in what 
way the strain of pregnancy asserts itself. His success in the treatment lies in 
the prevention of pulmonary edema. Only if medical treatment does not ward 
off cardiae failure, interference is indicated. He insists on lessening the burden 
of labor even to the extent of doing cesarean section. W. KERWIN. 


Herrick: Heart Disease in Relation to Marriage and Pregnancy. New York 
Medical Journal, 1923, exvii, 546. 


All patients showing signs of decompensation at any period of pregnancy should 
have medical treatment, preferably in a hospital. The response to medical treat- 
ment of the average case of chronie valvular disease of the heart in pregnancy is 
sutisfaetory, and the same principles govern the treatment as govern the treat- 
ment of such eases not associated with pregnancy. 

Induction of labor should never be attempted in the case of a decompensated 
heart until thorough trial has been made of medical measures. Disregard of this 
rule has often led to disaster. Hard and fast rules to govern the decision to 
terminate pregnancy in heart disease cannot be set down. In general, if decom- 
pensation oecurs early in pregnancy, if it does not respond to medical treatment, 
if it has been severe despite proper care in previous pregnancies, and if the signs 
and symptoms indicate serious circulatory defect despite treatment, termination is 
usually wise. 

It should be remembered that if serious cardiac breakdown can be averted, it 
is wiser not to attempt delivery in advance of term. Cesarean section is rarely 
necessary. Sterilization should come up for consideration in appropriate cases. 


MARGARET SCHULZE. 
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Frey: Prognosis of Heart Disease in Pregnancy. Zentralblatt fiir Gyniikologie, 
1923, xIvii, 1553. 


The present report from the Niel clinie deals with 1000 cases examined. While 
even healthy normal cases showed inerease in the size of the heart in the early 
months of pregnancy, 4.9 per cent of the cases had definite valvular disease. 
This gave an opportunity to follow 49 patients to a conclusion, and of these but 
one died during pregnancy as a result of heart disease, a mortality rate of ap- 
proximately 2 per cent. Thirty-two of the cases were followed for a considerable 
period and two of these died, two months and one year respectively postpartum. 
It is doubtful whether the pregnancy was an important factor in these two deaths. 
The danger to women with heart disease from pregnancy seems no greater than 
the danger from intercurrent disease. 


The grave danger to women in the early hours and days of the puerperium 
may probably be attributed to altered circulatory conditions. 

The prognosis in mitral stenosis is in no way particularly bad, since in general 
prognosis depends rather on the condition of the heart muscle. Occasionally cardiac 
eases die from purely mechanical conditions arising during labor, which may re- 
sult in new inflammatory processes on the valves or further damage to the myo- 
eardium. 

Interruption of pregnancy is recommended in all eases of acute endocarditis at 
whatever stage of pregnancy. Only in cases in which decompensation resists treat- 
ment, the pregnaney should be terminated. The question of sterilization at the 
time of operation depends on the severity of the heart condition. LITTLE. 


Cleisz, L.: Therapeutic Indications in Pulmonary Tuberculosis Associated with 
Pregnancy. Gynécologie et Obstétrique, 1923, vii, 224. 


The author gives an extensive critical review of the discussion at the Academy 
of Medicine and concludes that it is difficult to lay down any fixed rules because 
of our inability to accurately prognosticate the effect of pregnaney on women 
afflicted with tuberculosis. ADAIR. 


Ward: Marriage, Pregnancy, Parturition and Tuberculosis. The Lancet, 1925, 
cev, 557. 


The effect of marriage alone in 125 tuberculous women was: 60 per cent 
were unaffected, 26 per cent were better and 14 per cent were worse. From this 
it may be coneluded that tuberculosis is unaffected or improved by marriage in 
about 90 per cent of all tuberculous women. 

Out of 425 pregnancies in 237 women, 53 per cent showed no particular effects, 
16 per cent showed an improvement, while 31 per cent of the patients were made 
worse. Some eases were found to be remarkably improved by pregnancy, others 
were made worse, but in general, about 70 per cent, were either unaffected or im- 
proved by the pregnancy. 

Out of 442 labors in 240 patients, 32 per cent showed the patient unaffected, 
19 per eent were better, and in 49 per cent the patient was definitely worse. 

The value of induced abortion in tuberculous women is very questionable. 

Of the offspring from the labors mentioned, 372 were studied. Of these, 45 
per cent were seemingly well, 34 per cent tuberculous, of whom one-quarter died 
of the disease. 

In summing up, the author finds that a tuberculous woman loses nothing by 
marriage alone. He believes it is unlikely to affect her either way. If it does affect 
her, it is more than twice as likely to improve her condition. 
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Pregnancy and parturition are likely to make her worse, There is a 50 per cent 
chance of this against a 19 per cent chanee of improvement. 
The children born of such wedlock are seven times as likely to be tubereuloys 
as those of healthy people. NORMAN MILLER. 


Pankow, O.: What Is the Correct Therapy in the Treatment of Pregnancy Com. 
plicated by Pulmonary Tuberculosis? Monatsschrift fiir Geburtshilfe 
Gyniikologie, 1923, Ixii, 109. 


und 


Approximately 75 per cent of all cases of manifest tuberculosis are aggravated 
by pregnancy. During the early months of pregnancy, the progress of the tuber- 
culous process is slow but during the later months and more particularly during 
the puerperium, very acute exacerbations may oecur. No one ean foretell the prog: 
nosis in the early stages of tuberculosis associated with pregnancy. Henee, it is 
impossible to separate the so-called favorable from the unfavorable eases and 
claim that pregnancy should be interrupted only in the latter cases. In the 
author’s series of cases, the patients in whom the prognosis had heen considered 
as favorable and therefore permitted to continue their pregnaney had a higher late 
mortality than the patients in whom a bad prognosis had been given and_there- 
fore had their pregnaney terminated. The author, therefore, believes that instead 
of individualizing pregnant women who have tubereulosis, all should have their 
pregnancies terminated. During the first half of pregnancy in the mild cases of 
tuberculosis good results are obtained in every ease. In the more advanced eases, 
interruption of pregnancy gives better results than allowing the patients to con- 
tinue their pregnancies. In the seeond half of pregnancy the same holds true 
except the patients with very advanced tuberculosis cannot be helped by interrupt- 
ing the gestation. Another reason for interrupting pregnaney in tubereulous women 
is that the majority of children die during labor (because many are premature) 
or during the first vear of life. J. P. GREENIILL, 


Neumann, W.: Clinical Experiences in Tuberculosis Complicating Pregnancy. 
Medizinische Klinik, 1923, xix, 422 and 461. 


The prognosis and treatment of tuberculosis complicating pregnancy are made 
dependent upon a new classification of pulmonary tuberculosis. The basis for this 
classification is the mode of dissemination of the tuberculous process; that is, 
whether it is lymphogenous, hematogenous or intracanalieular by way of the bronchi. 

The first and most important group ineludes the eases where the spread of. in- 
fection is bronchogenous. To this class belong the cases of ordinary phthisis, 
phthisis fibrocaseosa, phthisis fibroselerosa and tuberculous cavities. During preg: 
naney in all these forms the process seems to be arrested, but immediately after 
labor it spreads rapidly. This is due to the fact that during pregnaney, as the 
uterus grows and the intraabdominal pressure increases, a sort of pneumothorax 
is produced with diminution of pulmonary activity. When, however, the uterine 
contents are suddenly expelled the lungs expand as much as previously and tubereu- 
lous masses are aspirated from the apices to the bases of the lungs. In this way 
a bronchopneumonia is produced, 

Interruption of a pregnancy for tuberculosis after the third month has exactly 
the same effect as a normal labor, because the lungs which have been set at par- 
tial rest suddenly attain their full activity again. Hence, if this form of tubereulo- 
Sis 1s present the pregnaney must be interrupted during the first three months of 
gestation regardless of the appearance of the patient and the lack of symptoms. 
If the pregnaney is further advanced, there should be no interference. In this 
group belong all cases that have eavities, hbronchopneumonie infiltration, hemoptysis 
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in the presence of fever, and laryngeal tuberculosis. A characteristic of this group 
is the phthisic spleen which is moderately firm. Every patient should have an 
x-ray examination before pregnancy is permitted to continue. 

The second group is the one in which the disease has reached the lungs hematog- 
enously. In this group are the cases of tuberculosa fibrosa densa and diffusa 
before they rupture into the bronchial tree. Most of these cases have an aggra- 
vation of symptoms during pregnancy while in many the puerperium has no de- 
leterious effect. In most of these eases a characteristic hard, sharp-edged, spleen 
is easily felt. If fever is present, symptoms of cachexia, pleural exudate, peri- 
cardial rub, ascites, hemoptysis, and positive sputum, the pregnaney should be 
interrupted. Laryngeal or surgical tuberculosis is also an indication for emptying 
the uterus. If the patient gains weight, one may temporize. 

The third group is a varied one and contains the cases which have neither 
cavities nor the characteristic splenic tumor. Here we find abortive apical tuber- 
eulosis, bronchial gland tuberculosis and the cases of chronic recurring pleurisy. 
In these cases also there is often an exaggeration of the patient’s symptoms dur- 
ing pregnancy. Interference depends upon the temperature and the body weight. 
If there is fever in the presence of a progressive loss of weight, the pregnancy 
should be terminated. J. P. GREENHILL. 


Couvelaire, M. A.: The Future of Children Born of Women with Pulmonary Tu- 
berculosis. Bulletin de la Société d’Obstétrique et de Gynéeologie de Paris, 
1923, xii, 469. 


Couvelaire reports a study of 63 babies born of tuberculous mothers. The 
children of all these women were separated from their mothers immediately after 
birth. Sixty-one of the children were born alive and were viable. In general 
children of tuberculous mothers weigh no less than other infants. 

During the first month of life 23 out of 61 infants died, a mortality of 38 
per cent. This figure is enormous when one considers the mortality of other 
children raised under the same conditions, and especially when compared with the 
fetal mortality of 4-6 per cent for all children in France. The gravity of the 
mother’s condition in this respect seemed to play no part. 

Most of the children died more or less suddenly. The weight eurve after an 
initial physiologic fall remained stationary for a while and then fell gradually 
despite proper feeding. These children had a normal or subnormal temperature 
and they showed no digestive disturbanees to account for the rapid decline. 
Autopsy on a number of these children showed no constant findings. It appears, 
therefore, that children born of tuberculous mothers are born with a diminished 
vitality and are invalids from birth. 

Of the 38 infants who survived the first month, 2 were exposed to the infection 
by their mothers and they died. Nearly all the rest remained well. Hence those 
children who survive the first month have as good a chanee of living as any other 
children during the first year of life. J. P. GREENHILL. 


Debré, R.: Prevention of Tuberculosis in the Newborn. Gynécologie et Obsté- 
trique, 1923, vii, 199. 


The author ealls attention to the necessity of recognizing tuberculosis in the 
pregnant, parturient, and puerperal woman in order to prevent contamination of 
the newborn with tubercle bacilli. He believes that a considerable number 
of infants could be saved and eites five eases which came under his observation 
Where the infants were not apparently infected at birth. They were not in very 
intimate contact with their mother and yet all acquired tubereulosis and died. 
He believes in absolute separation. ADAIR. 
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Baldwin, J. F.: Hysterectomy in Certain Cases of Pulmonary Tuberculosis: Par 
ticularly as an Alternative for Therapeutic Abortion. Surgery, Gynecology and 

Obstetrics, 1923, xxxvii, 201. 


The author maintains that a total hysterectomy (preserving the adnexa in 
younger women) is a preferable procedure to inducing abortion in eases of active 
tuberculosis complicated by pregnancy. Indications for the procedure are extended 
to cover nonpregnant women with pulmonary tuberculosis who are ‘*handicapped 
by monthly loss of blood, profuse leucorrhea, or uterine hyperplasia with all its 


distressing symptoms of backache, bearing-down, dyspareunia, ete.’’ The author 


states that fifteen 
minutes usually suffices to complete the procedure from incision to closure; in- 


cluding support of the vaginal vault, peritoncalization of the floor of the pelvis, 
appendectomy and examination of the gall bladder. Occasionally, he says, the 
operation may be prolonged when meeting extensive adhesions or when 
panied by a perineal repair, but except under extreme circumstances 


used ether by the open-drop method as an anesthetie and 


accom- 
no competent 
operator should require more than thirty minutes for an operation of this kind. 


CREADICK. 


Siegert, F.: Results of Supravaginal Amputation and Castration in Tuberculous 
Women. Medizinische Klinik, 1923, xix, 1150. 


Most authors nowadays are agreed that it is best to interrupt pregnancy as 
early as possible when complicated by pulmonary tuberculosis. Bumm, in 1911, 
advocated removal of the uterus, tubes, and ovaries in these patients, claiming 
that castration favorably influences the deposition of fat and stimulates metab- 
olism, thereby increasing the resistance of the body. Since 1918 the radical 
operation has been performed in the Freiburg Clinie on 26 patients. By doing 
this operation the puerperium, which is the period of greatest danger to the 
tuberculous gravida, was eliminated. Lumbar anesthesia was used and in nearly 
all the cases the operation performed between the second and fourth months of 
pregnancy. Only 6 women showed menopausal symptoms. 


Of the 26 women, 20 were improved, 4 were not improved, and 2 could not be 
traced. Of those who were improved the tuberculous process was cured in 12, 
and 1 died after two and half years. The 4 patients who were not improved 


died from one to eleven months after operation. J. P. GREENHILL, 


Diitzmann, M.: Simultaneous Abortion and Sterilization. Monatsschrift fiir Ge- 
burtshilfe und Gyniikologie, 1924, Ixv, 189. 


The author performed combined abortion and sterilization operations on 69 
patients without a single death or complication. His operation is performed as 
follows: An ordinary colpotomy is done. The uterus is pulled forward into 
view. Just above the internal os the uterus is opened for a distance of 2 to 3 
em. and the ovum removed with ovum forceps. The uterine cavity is curetted 
and a pack inserted and led out through the cervix, or the cervieal canal may 
simply be dilated with a sound. There is little bleeding and the contracted 
uterus is very easily pulled out to the vulva. In full view sterilization is 
now performed. The tube on each side is clamped and eut, avoiding the tubal 
artery where possible. Both eut ends are buried in the broad ligaments. <A suture 
is introduced into the anterior layer of the broad ligament, then through the 
tubal end, and finally through the posterior layer of the ligament but behind the 
tubal openings. The incision in the uterus is closed and a typieal vaginal fixation 
performed so that the uterine incision becomes extraperitoneal. 


J. P. GREENHILL. 
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Fruhinsholz and Feuillade: Genital Tuberculosis and Pregnancy. Bulletin de la 
Société d’Obstétrique et de Gynécologie, 1924, xiii, 683. 


Three cases are reported where tuberculosis of the genitalia was associated with 
pregnancy. The first patient had a conservative operation and the pregnancy and 
labor which followed were normal. In the second case the tuberculous condition 
was not discovered until an operation was performed during the puerperium be- 
cause of fever. In the third case likewise, the diagnosis was not made until the 
puerperium. From a study of these cases and from the literature the authors 
conclude that pregnancy may occur after tuberculosis of the genitalia has been 
eured medically. In such cases the pregnancies and labors are usually normal. 

Pregnancy and tuberculosis may exist simultaneously. Sometimes the association 
produces no symptoms, but occasionally symptoms of pelvic peritonitis appear 
and make the diagnosis difficult, or an acute miliary tuberculosis results. Frequent- 
ly the pregnancy is terminated prematurely with or without complications. When 
pregnancy continues to term in the presence of an existing genital tuberculosis, 
the child is apparently normal but sometimes congenitally tuberculous or weakly. 
A tuberculous tumor may in rare instances cause dystocia in labor. In the puer- 
perium the preexisting tuberculous condition may give rise to symptoms resembling 
an ordinary puerperal infection or the tuberculosis may engraft itself on tissue, 
the seat of an ordinary postpartum infection. J. P. GREENHILL. 


Vautrin: Tuberculosis of Ovaries and Pregnancy. Gynécologie et Obstétrique, 
1923, vii, 193. 


The author gives the report of a patient with ovarian and tubal tuberculosis 
operated upon subsequent to delivery. The patient presented clinical signs of 
inflammation of the ovary during pregnancy and had an acute attack of pain and 
inflammation in the lower abdomen beginning on the twenty-second day postpartum. 

ADAIR. 


Stephens, Wm. E.: Renal Tuberculosis during Pregnancy. Surgery, Gynecology 
and Obstetrics, 1924, xxxix, 750. 


The effect of pregnancy upon tuberculous infection of the kidney is deleterious. 
Nephrectomy is always indicated as soon as the diagnosis is made, if the infec- 
tion is limited to one kidney. Following the removal of a kidney tuberculin 
should be administered. Conception is permissible after two or three years if 
the other kidney shows freedom from tuberculosis. 

In the presence of bilateral involvement tuberculin treatment is indicated. 
Regardless of the moral or religious aspects, sacrificing the child by terminating 
pregnancy is not justifiable as at best the mother’s life is prolonged but a short 
time by this procedure. Wo. C. HENSKE. 


Favreau, M., and Querrioux, F.: Gestation and Nephrectomy for Renal Tuber- 
culosis. La Presse Médicale, 1923, xxxi, 146. 


The authors review briefly the questions of pregnancy following nephrectomy 
for renal tuberculosis and of nephrectomy for this condition during pregnancy. 
It is well known that after this operation the other kidney hypertrophies, and that 
health is possible with a trifle over one-quarter of the normal amount of kidney 
substance. Albarran and others have shown that renal tuberculosis is unilateral 
in the early stages in 70 per cent of the cases, so that nephrectomy is indicated 
as soon as the diagnosis is established. This holds true for pregnancy, as the 
patient will go to term after the operation eight times out of nine withont in- 
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cident. Later development of tubereulosis in the other kidney is not common 
and in 11 per cent of the cases (Israel) it is an independent infection: the din 
eases represent recrudescences of early infections in the remaining kidneys which 
were present before the nephrectomies. 

On account of the compensating renal hypertrophy, pregnancy after neph- 
rectomy is only slightly more dangerous than in other women. In one-third of 
the cases, some urinary disturbance will be present, such as pyuria, albuminuria, 
or irritable bladder. Marriage or pregnancy must be forbidden until repeated 
and eareful studies have shown the remaining kidney to be sound and functioning 
well, and the other organs to be free from infection. No definite time limit can 
be set. The nephrectomized mother may nurse her baby if her general health is 
good and the remaining kidney is not affected. E. L. KIne. 


Fruhinsholz, A., and Collin, R.: A Case of Acute Tuberculosis (Meningitic and 
Hypophyseal) at the Beginning of Gestation. Bulletin de la Société d’Obste- 
trique et de Gynécologie de Paris, 1925, xii, 591. 


Tuberculous meningitis developed early in a first pregnancy. The patient began 


to vomit five weeks after the cessation of menstruation and soon was eonfined to 


bed because of constant nausea, ete. She was sent to the hospital after a 
therapeutic abortion had been performed, with the diagnosis of pernicious vomit- 
ing of pregnancy. On admission the temperature was subnormal. The pulse 
varied between 100 and 110 and the patient complained of visual disturbances. 
The usual treatment for pernicious vomiting was instituted. Despite this, diplopia 
appeared, the tachyeardia increased and there was an oliguria. Suspecting cere- 
bral syphilis, neosalvarsan was given. The blood Wassermann as well as the 
spinal fluid Wassermann was negative. The spinal fluid showed no abnormalities 
while examination of the eye-grounds showed papillary stasis. She died two 
months after the onset of vomiting. A partial autopsy was performed and 
exudates were found along the basal vessels and on the parietal convolutions. 
Tubcreulous granulations were found on the choroid plexuses and the hypophysis 
on section showed tuberculosis of the anterior lobe. 

This is the second case of tubereulous meningitis which Fruhinsholz has seen 
where the diagnosis of pernicious vomiting was made instead of the correct one. 
From the clinical history it is impossible to tell when the vomiting of pregnancy 
ceases and when the cerebral vomiting begins. The souree of infection in these 
eases is evidently an old foeus somewhere in the body, which flares up during 
pregnaney. Fruhinsholz believes that genital tubereulosis and pregnancy are not 
incompatible, the latter usually relighting the former. He believes that certain 
eases of acute tubereulosis whieh oceur during labor arise from an old tuber- 
culous endometritis or salpingitis. J. P. GREENHILL. 


Host: Carbohydrate Tolerance in Pregnancy. The Lancet, 1925, ceviii, 1022. 


All persons investigated received 50 gm. of chemically pure glucose, dissolved 
in 200 ¢.c. of water in the morning on a fasting stomach. Blood-sugar analyses 
were made beforehand and every fifteen minutes for two hours after the ad- 
ministration of the sugar solution, while the urine was examined every half hour. 

Nineteen nongravid women were investigated. These women were not absolutely 
normal, but had more or less trifling complaints, such as dysmenorrhea, displace- 
ments of the uterus, ete. Five of the 19 nonpregnant women aequired glycosuria. 
None exereted sugar with a blood-sugar rise of less than 150 mg.; in other words, 
there were none among the 19 with a low renal threshold. 

Altogether 39 pregnant women were examined in whom glycosuria had not 


been previously demonstrated. Thirteen of them were in the first three months 
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of pregnancy, and the remaining 26 were in the fourth to the ninth months. 
Fight of the 15 had glycosuria, while 5 were free, and, of the 26 whose preg- 
naney was more than three months advaneed, 10 had glycosuria. 

The experiments indicate that glycosuria can be provoked in about 50 per 
cont of all pregnant women, more often in pregnant than in nonpregnant women, 
and that it ean be produced more frequently early in’ pregnaney than in the 
latter months. 

The investigation of glycosuria after large doses of glucose, as recommended 
by many authors, is not valid as a diagnostic aid in pregnaney. The experi- 
ments proved that there was a curious and characteristic difference in the blood- 
sugar rise and position of the renal threshold in the first and seeond periods 
of pregnancy. Early in pregnancy the position of the threshold is normal and 
the blood-sugar rise is often remarkably high, so that glycosuria is due to a 
marked hyperglycemia and not, as is generally believed, of renal origin. In 
the latter part of pregnancy, on the other hand, the blood-sugar rise is usually 
small, but the renal threshold, nevertheless, is often so low that glyeosuria 
frequently oceurs, which, therefore, in’ this stage of pregnaney, ean be rightly 
termed renal. Finally, the work has made it probable that the corpus luteum 
eauses the large and prolonged blood-sugar rise Which is characteristie in early 
pregnancy, while the low renal threshold) in the latter months appears to he 
dependent on the fetus o1 placenta. NORMAN EF. MILLER. 


Crook: The Incidence of Giycosuria during Pregnancy. The Laneet, 1925, ceviii, 


656. 


The writer’s investigation Was based on the examination of the urine of 548 
patients during their pregnancy, A total, of 1546 urinalyses were made. 

Of all the patients, 166 had, at some time or other, sugar in the urine; 23 
patients had glycosuria in more than one pregnancy, but not in all. Eight 
patients had it in all of their reported pregnancies. Of the 166 detections of 
sugar, 40 were notieed before the twenty-first week of pregnaney, while 126 were 
first detected between the twenty-first and fortieth weeks, the week showing the 
largest number being the twenty-eighth. ; 

An interesting table is included showing the occurrence of glyeosuria in some 
of the complications of pregnaney encountered in the eases studied. 


NORMAN F. MILLER. 


Rathery: Diabetes and Pregnancy. [Le Progrés Médical, 1925, No. 6, p. 191. 


The presence of sugar in the urine of pregnant women may be due either to a 
lactosuria or a renal diabetes or to a true diabetes. 

Lactosuria is much more frequent during pregnancy and Jabor than in the 
puerperium. When it does oceur during this latter period it is associated with 
some abnormal mammary function causing stagnation, 

Renal diabetes includes those cases where there exists a glycosuria and a normal 
blood sugar. In view of the possibility of the development of a true diabetes 
this anomaly should be carefully watched. 

According to many authorities the prognosis of true diabetes with pregnancy 
is extremely doubtful. Rathery, however, feels that this view is too pessimistic. 
In those cases where the diabetic condition has existed before the onset of the 
pregnancy and has been kept under control by dietetic procedures the outlook is 
extremely good. On the other hand, where the diabetic state, despite dietetic 
regime, becomes progressivly worse the prognosis is far less favorable. 


The factors indicating the approach of danger are the appearance of acidosis 
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associated with the exeretion of acetone and beta-oxybutyrie acid, albuminuria, 
and a lowering of the carbohydrate assimilation coefficient. The treatment should 
pregnant; and pregnaney 
be interrupted only where, despite all forms of 


be the same as though the patient were not should 
treatment including the use of 
critical time is during 
of eardiae failure as diabetie patients are more prone t 
musculature. 


insulin, the acidosis increases. The most labor because 
o have weakened cardiac 
THEODORE W. ADAMs. 


Gemmel: Menstruation and Pregnancy in Hodgkin’s Disease. The Journal of 
Obstetrics and Gynaecology of the British Empire, 1923, xxx, 373. 
A review of the literature on this subject was stimulated by a case of Hodgkin’s 


disease recurring in each of three successive pregnancies and regressing in the 


intervals. A study of 57 reported eases in women brought out the fact that 
the condition is usually accompanied by diminution of the menstrual flow. Four- 
teen out of 17 eases with complete menstrual histories showed varying degrees 


of oligomenorrhea and amenorrhea. Nearly 


50 per cent of eases had their origin 
during periods of 


physiologic amenorrhea, before puberty, during pregnaney ¢ 


after the menopause. Six out of ten parous women with this dise 


‘vase traced the 
origin of their trouble back to pregnancy and in two others pregnancy complicated 
the disease. The condition progressed rapidly during pregnancy and did _ not 
apparently complicate labor. Death followed labor in a few months in three out 
of eight cases. Due to the apparent tendency for Hodgkin’s disease to originate 
and progress rapidly during hypofunetioning states of the ovary (i. e. pregnancy) 
the author feels abortion justifiable, and advisable when early Hodgkin’s disease 
is found in the first months of pregnaney. 


The woman should be warned against 
future pregnancies. 


The probable outlook after the induction of premature labor 
in advanced Hodgkin’s disease does not warrant the procedure. 


H. W. 


Aubertin, Charles: Pernicious Anemia of Pregnancy. La Presse Médicale, Jan, 
5, 1924, p. 13. 


The author is of the opinion, contrary to the views of many authorities, that 
there is a type of pernicious anemia peculiar to pregnancy, with special hematologic 
and e¢linical features, the chief of the latter being the rapidity of cure after 
delivery. The disease is most often encountered in multiparae, with successive 
pregnancies (generally associated with prolonged lactation periods), is manifest 
only during pregnaney, and often recurs in suecessive gestations. Some of the 
patients (especially primiparaec) g 


ve histories of chlorosis before marriage. Many 


ef the patients are luctie. 


The patient is as a rule first seen in the seventh or eighth month, but the history 
dates back to the early part or even to the very beginning of the gestation. The 
patient generally complains of vomiting of recent origin (which is the effeet and 
not the cause of the anemia), with oceasional hematemesis. At times, there is 
diarrhea. Four eases out of five have slight transient albuminuria. Most patients 
have some fever. Often, after delivery, the temperature rises. Ilemorrhages are 
rare, in contradistinction to other grave anemias; oceasionally there is epistaxis, 
rarely purpura, at times retinal hemorrhages. 

The blood shows the usual findings, with the exception that there is generally 
a moderate leucocytosis and a polymorphonuclear increase, which are not encountered 
in the ordinary type or pernicious anemia. 


The ecosinophiles are not decreased, as 
in an infection. 


There are four possible terminations: death during labor, death a few hours 


f 
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or days after delivery (the most frequent), death weeks or months later, or rapid 
eure after delivery, with a rapid return of the blood picture to normal. This 
puerperal improvement is characteristic, and is more marked than the recovery from 
any other variety of grave anemia, except the hemorrhagic type. But the improve- 
meni is absolutely dependent on delivery; general treatment is of value only when 
this has been accomplished, naturally or artificially. 

No eause of the condition can be assigned; it is probably an autointoxication 
of pregnancy. E. L. Kine, 


Rumpf: Pernicious-like Anemia in Pregnancy. Deutsche medizinische Wochen- 
sehrift, 1923, xlix, 456. 


In addition to a ease observed by himself, Rumpf collected 113 cases of per- 
nicious or pernicious-like anemia occurring during pregnancy. In 34 eases the 
data were very meagre. The total mortality was about 58 per cent, for both types. 
While practically unknown in some countries, it is not so exceedingly rare in others. 

Even during normal pregnaney. the hemopoietic system is often disturbed, nor- 
moblasts, micro- and macrocytes being frequently found in the blood. This con- 
dition is exaggerated in toxie conditions and especially in eclampsia. It is thought 
that the various lipoids found in the blood of pregnant women are a causative 
factor. 

The exaggerated disturbance of the blood, pernicious anemia and similar con- 
ditions, in 80 per cent of the cases oecur in multiparae. In addition to the 
yellowish white skin, there is asthenia, anorexia, sleeplessness, palpitation, edema, 
and disturbances of sight and hearing. Labor is premature in 90 per cent of the 
cases; it is usually rapid and relatively painless. There is little blood loss, but 
usually a pinkish fluid eseapes. The blood of the infant may be quite normal. 

The treatment of choice is direct blood transfusion which may eause most re- 
markable results and save life, as in Rumpf’s case. If the patient survives, there 
is a tendency towards complete recovery, except in cases of true pernicious anemia. 

R. E. Wosus. 


Larrabee: The Severe Anemias of Pregnancy and the Puerperium. American 
Journal of Medical Seienees, 1925, elxx, 371. 


Larrabee has observed 17 eases of severe anemia beginning during and shortly 
after pregnancy, not due to obvious complications, but apparently resulting from 
the gravid state per se. He groups them into different classes and gives reports 
of seven'cases with the blood pieture of secondary anemia, the average lowest 
hemoglobin being 35 per eent. The anemia was not progressive and all began 
to improve at onee after delivery. Symptoms began during pregnancy in four 
eases and immediately after delivery in two. Five had had numerous pregnancies 
the average being seven. There were eight patients with the pernicious blood pic- 
ture, four oceurred in pretransfusion days and three of them died. Four were 
transfused and all recovered. Five had fever, and the eases developed more slowly 
and had a more gradual onset after pregnaney than was seen in the group with 
secondary anemia. One patient with the aplastie blood picture received two trans- 
fusions with no effeet and died three weeks later. An atypical case with seven 
transfusions required splenectomy. This patient recovered. W. KERWIN. 


Ohlsson, I.: A Case of Leucemia and Pregnancy. Acta Gynecologica Scandina- 


vica, 1925, iii, 317. 


In the literature are reported only 12 authentie eases of leueemia during preg- 
naney. Of these, pregnaney occurred in four patients who already had leucemia, 
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while in the remaining 8 cases the leueemia was recognized for the first time duri; 
ig 
pregnancy. The author adds the history of his own ease, 


Among the 15 eases there were both the acute and ehronie forms of leucemia 


Among the six cases with acute Jeucemia there were five deaths. Tn all of th 


chronie cases the disease progressed during pregnaney. The most eritical period 

is the puerperium. Five of the patients with chronie leueemia recovered, 
Leucemia may deleteriously affect pregnaney as indieated by the fact that four 

patients had a spontaneous miscarriage or premature labor. Where leucemia exists 


in a pregnant woman the pregnancy should be interrupted. In none of the 


Microscopie examination of 
the placenta in one case showed that the blood in the chorionic villi was normal 


reported cases did the newborn baby have Jeucemia. 


hut the blood in the intervillous space was leucemic. 


J. P. GReEENHILL. 


Boreel: A Case of Icterus Gravidarum. Nederlandsch Tijdschrift voor Genees- 
kunde, 1924, i, 1018. 


The patient was a woman who had been pregnant four times during her five 


vears of married life. Each time she became icterie in the third month and 
aborted in the fourth month. On admission to the hospital in) March she was 
found to be pregnant for the fifth time, approximately four and one-half months. 
She was quite icteric, her stools were light in color, and the urine contained bile 
salts. Otherwise she presented no abnormalities, except a general asthenia. The 
liver, however, was slightly enlarged but not tender, nor did she complain of pain. 


She was the only living child of a mother who also had numerous abortions and 


several premature children. She, too, had been icteric during each pregnaney. 
Under bed rest and restrieted diet the icterus did not completely clear up. In 
July she gave birth to a child which was not definitely icteric, but beeame so 
soon after birth and died the next day. The mother cleared up after delivery, 
and after twelve days the bilirubin content of the blood was normal. Neither the 


most exhaustive examination of the mother before and after confinement, nor a 


careful autopsy of the fetus threw any light on the cause of the icterus. 


R. Wosvs. 


Duvergy and Dax: Pyelonephritis in Pregnancy. Journal de Meédicine de Bor 
deaux, June 25, 1923, p. 442. 


The predilection of this condition for the right kidney is due to the normal 


dextroversion of the pregnant uterus, the mobility of the right kidney, and the 


resulting obstruction, retention, and predisposition to infection. Urinary examina- 


tion in pyelonephritis reveals a bacteriuria in the carly stages; pus and epithelium, 
later. Where kidney impairment is occurring, the urine from the side involved 
shows a low specific gravity. Tenderness over the costovertebral angle is usually 
accompanied by some tenderness along the course of the ureter as well. 

The medical treatment of this condition consists of posture, catharsis, fluids 
in large amounts, autogenous vaccines, and the daily intravenous injection of one 


gram of urotropin in 10 ee. of sterile water. When relief is not obtained by 
the above measures one must not hesitate to catheterize the ureter. Frequently 
it is advantageous to leave the catheter in place to favor drainage or relieve 
back pressure on an impaired kidney. Where ureteral catheterization is impossible 
and kidney destruction is occurring, the induction of premature labor or nephrotomy 


may he uecessary. Il. W. SHUTTER. 


REVIEWS AND ABSTRACTS 


Hewitt: Bacterial Infection of the Urinary Tract Complicating Pregnancy and 
the Puerperium. ‘The Journal of Obstetrics and Gynaecology of the British 
Empire, 1925, xxx, 590, 


Since a large percentage of centrifuged urine specimens from healthy women 
will show pus and bacteria, the author coneludes that these findings should be 
demonstrable in a single uneentrifuged drop of fresh urine, if aetive infection 
exists. He considers this the most valuable laboratory test for pyelitis. Pus 
cells are frequently not found in the urine of very early cases, in chronic cases, 
in the presence of temporary retention of the renal pelvis, or when large amounts 
of water are being taken. Colon bacilli were found with or without other organisms 
in 30 out of 31 cases of pyelitis complicating pregnancy. The use of urinary 
antiseptics proved unsatisfactory in 19 cases and the next 15 were treated by 
alkalinization. In only one of the 15 cases did pregnancy terminate prematurely 
as against 7 cases of premature labor and 4 inductions in the 19 eases treated 
with antisepties. Seven stillbirths occurred in the cases treated with antisepties, 
none in the others. 

There were recurrences in three cases which originally had alkaline treatment 
but in whom the further use of antiseptics was not carried out. Subsequent at- 
tacks may be more or less severe than the first. Premature labor is not uncom- 
mon in secondary attacks. Vaccines were of no value in the author’s eases. The 
induetion of premature labor, necessary four times in the cases treated with 
hexamine, was never employed in the other group. HW. W. SHUTTER. 


Vozza, F.: A Case of Pyelitis of Pregnancy Caused by B. Typhosus. Annali di 
Ostetricia e Ginecologia, 1924, xlvi, 149. 


Although bacilluria is common in typhoid fever, suppurative infeetions of the 
kidney and its pelvis by the B. typhosus are rare. The author has been able 
to find only two such cases complicating pregnancy reported in the literature, to 
which he adds the report of a third. The patient in the seventh month of her 
third pregnancy developed symptoms of a right sided pyclitis beginning some twelve 
days after the onset of typhoid symptoms, and three days before admission to the 
clinic. fer serum agglutinated B. typhosus from 1:20 to 1:520, paratyphoid 
B from 1:20 to 1:40, and paratyphoid A from 1:20 to 1:80. ler urine showed 
albumin, and a heavy sediment composed of pus, bacilli, and many casts composed 
of bacteria, the culture of which showed them to correspond morphologically and 
culturally to bacilli obtained from blood following a chill which were identical 
with B. typhosus. The patient went into labor spontaneously six days after ad- 
mission and delivered herself spontaneously of a baby slightly under three pounds 
which lived four days. After delivery the patient showed marked improvement, 
and convalescence began fourteen days after admission. sacilluria persisted 
twenty days after cessation of symptoms despite administration of urotropin. The 
author regards the case as one of blood-borne infection, to which pregnaney was a 
predisposing factor by partial obstruction of ureters, especially the right. 

Tiros. R. GORTIHALS. 


Vignes: Cervical Carcinoma and Gestation. Le Progrés Médical, June 18, 1921, 
p. 289. 


Because of the difference in the age limits and because a malignant cervical 
growth, even in the earliest stages, acts as a barrier to impregnation, carcinoma 
rarely complicates pregnancy. In general it may be stated that pregnancy aug- 
ments any neoplastie growth, this being especially true if such growth is located 
Within the generative tract. TBeeause of the increase in the blood and lymph 
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supply to the generative organs during pregnancy, the frequency and rate of 
mctastasis is also augmented. 

The diagnosis may usually be made early on account of the small acute hemor- 
rhages alternating irregularly with a foul-smelling profuse vaginal discharge. The 
anemia is usually marked, and pain is present when there is involvement of the 
broad ligaments. Bladder symptoms and hematuria may also appear. 

Vignes finds that about one-third of such patients abort spontaneously, due 
either to an infeetive or malignant process extending upward and involving the 
lower uterine segment. In those patients where pregnancy has gone to term and 
labor has started spontancously, there may be sufficient healthy cervieal tissue left 
to permit dilatation. When dilatation cannot take place the patient may suffer 
a severe laceration of the cervix. On the other hand no tears or dilatation may 
occur, so that birth would be prolonged indefinitely were it not for operative bhi 
ference. 

In those cases which are clearly inoperable, the author advocates allowing the 
pregnancy to continue in an attempt to save the child, while in operable or doubt- 
ful eases the benefit should he given the mother. THEODORE W. ADAMS. 


Schweitzer: Complication of Pregnancy with Carcinoma. Zentralblatt fiir Gyni 

kologie, 1923, xlvii, 657. 

The writer reports 11 cases of carcinoma complicating pregnancy observed in the 
Leipzig Clinie. The frequeney was about 0.05 per cent, but he believes the actual 
frequency is greater as many cases remain unrecognized during pregnancy. The 
condition is infrequent in primiparae, but seems to have some relationship to 
rapidity of childbearing. In the majority of cases the pregnancy is a complicat- 
ing factor, and apparently the growth of the carcinoma is unfavorably influenced 
by the pregnancy. In most eases bleeding was noticed for the first time only dur- 
ing the pregnaney, but the carcinoma probably had been present for a considerable 
time before bleeding commenced, and thus bleeding is not a noteworthy symptom 
of carcinoma complicating pregnancy. The irregular bleeding may make the definite 
diagnosis of early pregnancy difficult. 

As for the influence of the earcinoma, on the pregnaney he finds that if early, 
it may have little effect, though there is always the possibility of premature in- 
terruption of the pregnancy and with this always the danger of infection. Car- 
cinoma may make dilatation of the cervix diffieult, and extensive laceration of the 
cervix may result. 

As for the influence of the pregnaney on the eareinoma, opinions differ, though 
there is more or less agreement as to the inereased operability and better results 
of operation in these cases. Sehweitzer is under the impression that the trauma 
of birth undoubtedly influences carcinoma unfavorably. 

The results of operation in the puerperium are not so good as when the 
operation is undertaken earlier. The prognosis is always grave, but of these eleven 
eases, one handled with mesothorium., and two inoperable, the eight op¢ rated upon 
healed per primum; and of four operated upon more than five years ago three 
are living and in good eondition. Substantially all of these patients were operated 
upon in the first half of the pregnaney. 

If the carcinoma is inoperable it is treated symptomatically in the interest of 
the child, and at term the child is delivered by section and the uterus amputated 
after extraperitoneal fixation of the cervix. If the earecinoma is operable this 
same treatment may be followed with vaginal extirpation of the cervix as a sec- 
ondary step. Radiation should he undertaken as an aecessory treatment, though 


radiation during preenaney is liable to inerease the rigidity of the cervix and 


foo 


REVIEWS AND ABSTRACTS 
render birth more difficult. It does not, however, prevent subsequent pregnaney 
as shown in a ease of Déderlein in which four years after radiation a child was 
earried to term and born in normal labor, LITTLE. 


Davies, J. C.: Labor Complicated by Malignant Growth. British Medical Jour- 
nal, Jan. 14, 1922, p. 57. 


The author reports a case of a multipara suffering from inoperable eareinoma 
of the cervix delivered of a stillborn fetus by podalie version. 
F. L. ADAIR. 


Emery, C. W. A.: Early Pregnancy and Epitheliomas. British Medical Journal, 
1924, ii, p. 1149. 


Do conditions prevailing in the first trimester of pregnaney contribute to a 
study of the etiology and treatment of epitheliomas? ITlis answer is ‘‘yes.’’ 

The author states that the normal body is fully equipped to combat disease and 
when the body is overcome it is due to a failure of the normal body resistance. 
The body will resist any invading growth, malignant or not. Thus, when chorion 
epithelioma ean invade the uterine wall, the resistance has been lowered. 

There exists an abnormal corpus luteum activity in chorion epithelioma. Pos- 
sibly overproduction of lutein substances results in completely antidoting the re- 
sistance, and invasion of the chorion epithelium continues mildly. Also, luteum 
secretion acting by lowering the body resistance accounts for the preponderance 
of cancer in women under forty as compared with men under forty. 

ADAIR AND RICE. 


Vignes: Growth of Cancer of the Breast during Pregnancy. Progrés médical, 
1923, No. 35, p. 409. 


Cancer of the breast is a rather rare complication of pregnaney, but the experi- 
mental development of breast cancer is done more easily in the pregnant than in 
the nonpregnant animal. In the eases in which cancer complicates pregnancy the 
malignant development is hastened, and metastases form more readily. 

Lactation often causes a more rapid growth of the malignant tissue than 
pregnancy. On the other hand, immediately following delivery, in those patients 
in whom nursing is prohibited, there is often seen a temporary regression of the 
tumor. 

The author cites several eases in which one breast had been removed for malig- 
nant growth and in which during a subsequent pregnaney a rapidly developing 
carcinoma appeared in the remaining breast. THEODORE W. ADAMS. 


Odermatt, W.: Carcinoma and Pregnancy with Especial Reference to Mammary 
Carcinoma. Schweizerische Medizinische Wochenschrift, 1924, liv, 385. 


The author has collected from the literature 170 eases of breast cancer complicat- 
ing pregnancy and adds 34 eases of his own. The period of gestation, puerperium 
and lactation are all influences favorable to development of newgrowths. It is an 
open question whether the scrum of the fetus may in anyway affect the newgrowth. 
After breast operation, transfusion may be necessary, and if so it appears that 
the blood taken from young donors under twenty may be of more value even 
than that taken from older patients who have been operated upon for carcinoma 
and afterward treated with radium and x-ray. Mammary carcinoma may be dor- 
mant for some time and begin to grow with the start of pregnancy. Chronic 
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mastitis may develop into a malignaney under such conditions. If the 


Case js 
seen early and there are no evidences of 


metastases and the patient has not 
passed her fifth month, radical operation is the choice proeedure. After the fifth 
be disputed that pregnaney favors the 
very rapid growth of eaneer and encourages the development of malignancy from 
the preeaneerous stage, 


month, usually nothing avails. It cannot 


Interruption of pregnaney before the end of the fourth 
month may delay the growth, but interference after that time is of little value 
Future pregnancies in patients operated for eareinoma should be strictly forbidden 


There is a possibility that children born to mothers suffering during gestation 


from a malignant neoplastie growth, if not direetly inheriting cancer, may possibly 


inherit a tendeney to new growth. A. C. WILLIAMSon, 


Cotte and Cryssel: Myomectomy During Pregnancy. Archives Franco-Belges (le 
Chirurgie, 1922, xxv, 777. 


From a review of S85 cases in recent literature, the authors feel justified in 
dividing the indieations for interference into two groups. First, those in which 
exists some complication of the fibroid, sueh as torsion, gangrene, or infeetion. 
In these cases immediate operation is indicated, irrespective of the danger of. in- 
dneing abortion. 

In the second group fall all eases of 


uncomplicated fibroids. the proper 
procedure depends upon two factors: namely, the symptoms produced, and the 


probability of dystocia. They advoeate no interference in those cases where there 


are no symptoms and the probability of dystocia is negligible. Tf, on 


the other 
hand, the tumor mass is of sufficient size, 


or in such a loeation that it is apt 
to give rise to diffieulty during labor, they advise removal of the neoplasm rather 
than interference at term, which almost invariably results in cesarean section and 
hysterectomy. Again, where pain, bleeding, or pressure symptoms are present, inter- 
ference and careful myomectomy are justifiable, as the authors found that only 
nbout 17 per cent of cases treated in this way terminate in abortion. In  sueh 
cases great emphasis is laid on eareful handling of the uterus, with the least 
possible trauma during operation. Treopore W. ADAMS. 
Boije, O. A.: Conservative Myoma Operations during Pregnancy. Finska Laecka 

resaellskapets Handiingar, 1925, Ixv, 530, 

Only rarely the necessity arises to remove a uterine myoma in the course of 
pregnancy; namely, when the tumor interferes with further progress of preg 
naney, when it is likely to become an obstacle to the expulsion of the fetus, and 
finally when pain or peritonitic symptoms suggest serious complications. One 
of the four recorded cases, a large broadbased subserous fibroid, was removed 
for the first named indication in the fifth month of 


evestation. The following were 
extirpated as probable obstacles: an 


intraligamentous cervical myoma, the size 
of the fist, in third month, and a slightly smaller tumor, in another case, oceupying 
a rudimentary horn, bound down into the pelvis by adhesions, also in third month. 
In the fourth case, in the third month of pregnaney, a myoma was enucleated 
from the anterior uterine wall pressing against the bladder. 

In all four cases pregnaney continued to term, labor and puerperium being 
normal in every respect. Sinee numerous reports in the literature prove that con- 
servative myomectomy predisposes neither to abortion nor to premature Jabor in 
nu subsequent pregnaney, the writer is convinced of the justification of this oper- 
ation also during pregnancy in well selected eases, 


When the tumor lies deeply 
imbedded, it 


is hest to close the eavity with buried silk sutures, the covering 
peritoneum always being elosed with eatgut. AUTIIOR’S ABSTRACT. 


